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Tue fact that pneumonia has been called the 
friend of the aged underlines the well-known import- 
ance of age as a factor in its prognosis. Osler said 
that to die of pneumonia is almost the natural end 
of old people, and Fagge in his “Principles and 
Practice of Medicine” wrote: ‘“‘To old people, or 
to those who, though not old, are worn out by over- 
work, dissipation or drunkenness, the disease is 
exceedingly fatal, although from time to time one 
sees a patient recover even when the circumstances 
have seemed most adverse.” Ferguson and Lovell 
(1928) were convinced that age is the most important 
single factor in determining the death-rate from 
pneumonia—much more important than the type 
of the infecting pneumococcus. W. Pasteur (1907), 
reporting 528 cases from the Middlesex Hospital, 
and Joules (1933), with a series of 496 cases in a 
Birmingham hospital, give the following figures 
(Table I.) of the death-rate for successive decades 
of age :— 

TABLE I 
Death-rate for Successive Decades of Age 





l 
- 2nd. | 3rd. | 4th. | Sth. | 6th. /Sth and over 





| (per cent.). 
Pasteur .. | 52 | 142 | 34:3 | 39:3 | 466 | 6846 
Joules— 
Males .. 20 | 132 216 | 41-0 | 400 57-0 
Females .. 0 16-7 140 


39-0 | 47-0 | -- 





In America both Locke (1923) and Cecil (1933) note 
that the death-rate for any particular age is approxi- 
mately the age figure expressed as a percentage. 

Table II. gives the figures for a sequence of 283 
patients suffering from pneumonia admitted to 
Mill-road Infirmary, Liverpool, between March, 
1934, and July, 1935. As patients are admitted 
there only over the age of fifteen years, they are 
here grouped for each subsequent decade. 











TaBLe II 
Age . | 15-25 | 25-35 35-45 | 45-55 | 55-65 Over 65 
Cases... a ae 38 48 | 33 15 
ne 14 14 ' 23 | 19 10 


| 
Mortality (per 
cent.) .. ee 22 37 48 57 67 





A man wears out, “the soul’s dark cottage, bat- 
tered and decayed” develops many chinks; and 
attacked by pneumonia, “‘ the old are likely to die, 
the young to recover” (Sturge, quoted by Osler). 
But what does that mean in terms of tissues and 
organs, and their reaction to this particular infec- 
tion? In any bacterial disease the final issue depends 
both on the “seed” and the “soil,” and it is not 
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always easy to assess fairly their proportionate 
influence. Indeed, it has been suggested by Blake 
in America that the reason why Type 3 pneumococcal 
pneumonia is the most fatal of all types is that it 
especially attacks old people. 


The importance of the “‘seed” is well shown by 
J. F. Gaskell’s (1925) experiments on rabbits. Through 
a tube inserted into the trachea he introduced into 
the lungs pneumococci of varying virulence. The 
nature of the lesion obtained depended consistently 
on the virulence of the organisms, and not upon the 
dose given. Pneumococci of small virulence produced 
a bronchitis, or a patchy, low-grade pneumonia, 
those of a higher titre, a much more invasive lobar 
lesion, and those of the highest titre, a grave septi- 
cemia—often without any very .extensive lesions in 
the lungs. 


The “soil,” the patient attacked by the pneumo- 
coccus, is conditioned by the state of the various 
organs, by the degree of nutrition, and by the reserves 
that can be called upon to meet the illness. The 
influence of poverty and undernutrition, for example, 
has been noted by Russell (1932), who contrasted 
the mortality figures for pneumonia in the Bellevue 
and in the Rockefeller Hospitals, New York. The 
former, with a much poorer clientéle, showed a mor- 
tality double that of the latter. Mill-road Infirmary 
draws its patients mainly from a very poor area, and 
it is significant for an estimation of the quality of 
its “soil,” that the total mortality for the 283 cases 
already mentioned was 29-7 per cent., whereas during 
the same period the percentage of deaths from 
pneumonia over Liverpool as a whole—and it is a 
distressed area—was 22-5. Economic distress tended 
to hit the older men and women more heavily than 
the younger. Those who were over forty years of 
age often had to maintain large families of young 
children on low wages, “dole,” or ‘ public assist- 
ance”; on the other hand, the younger patients 
were usually members of a grown-up family, some 
at least of whom were in work. However, over one- 
third of a series of nearly 200 men patients with 
pneumonia studied by us were unemployed persons, 
and many more were only casual labourers; no 
fewer than one in eight, asked his occupation, replied 
that he was unemployed, and it became clear that 
this usually meant that he had been so long unem- 
ployed that he no longer identified himself with any 
particular trade or work. These social considerations 
are mentioned in order to indicate the nature of the 
hospital field, and must be borne in mind in any 
interpretation of figures obtained from a study of 
cases at this hospital. 

When Osler said that ‘“ the toxemia outweighs all 
other elements in the prognosis of pneumonia,” he 
raised a point of clinical judgment that is worth 
fuller analysis than is often given to it. Those of 
us who work at the bedside think that as our experi- 
ence and judgment mature, we can discern telling 
expression of “toxemia” in, for example, the 
general look of the patient, the state of his skin or 
of the capillary circulation, the quality of the pulse ; 
but these are not altogether objective criteria. The 
extent to which a patient with pneumonia is suffering 
from “toxemia” must be dependent on the one 
hand on the virulence of the infecting organism, and 
on the other on the resistance of the patient, and 
that resistance must depend on a whole series of 
factors peculiar to, the individual patient. What 


then, in more exact detail, is this “ toxe#mia,” and 
vT 
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why, again in more exact detail, is the age of the 
patient so important a factor in prognosis? Ques- 
tions of this sort occupied our minds particularly 
throughout 1935, during which period some 200 cases 
of pneumonia came under our care in Mill-Road 
Infirmary, and formed the material for various 
studies both at the bedside and in the clinical 
laboratory. 


AGE AND BACTERIZMIA 


It is often stated that in the early stages of pneu- 
mococcal pneumonia, pneumococci can almost invari- 
ably be discovered in the blood stream by blood 
culture. This alleged fact is linked with the con- 
ception of the disease as primarily a septicemia, 
and it may be thought to have experimental backing 
in Gaskell’s observation, in the studies referred to 
earlier in this paper, that whenever lesions were 
obtained in his experimental animals, pneumococci 
were always found in the blood on the first day or 
two, disappearing from it by the fifth or sixth day 
in all but the severest infections. Some clinicians 
and pathologists, therefore, regard a positive blood 
culture as not of serious significance unless it persists, 
thus following the earlier lead of Rosenow (1904), 
who studied 145 cases of his own, and reviewed the 
findings of previous workers. 

Cruikshank (1933), in his Milroy lectures on pneumo- 
coccal infections, favouring the theory of invasion 
by lymphogenous spread from the bronchial mucosa 
near the hilum, thinks that “spilling over” of the 
organisms into the blood stream may occur at ‘any 
time during the first four or five days of the infec- 
tion, disappearing in patients who recover, but often 
becoming a true septicemia in the fatal cases. In 
his own series of cases, of six seen on the first day 
of the illness, two gave a positive blood culture ; 
of those seen on the second day 28 per cent. gave a 
positive blood culture, and of those on the third 
day, 42 per cent. The actual numbers of the cases 
seen on the second and third days are not given in 
his paper. 

Our own figures show that of 9 cases seen on the 
first day of illness, 8 gave a positive blood culture 
(10 ¢.cm. of blood being taken) ; 3 out of 13 patients 
admitted on the second day and 7 out of 23 on the 
third day had bacteriemia. Patients under forty 
years of age, who gave a positive blood culture in 
the first four days of their disease, numbered 10 out 
of a total of 30; of these 10, 4 died, whereas none 
of the remaining 20 cases without bacterismia were 
fatal. If these small figures have any significance, 
they suggest that even in young people a positive 
blood culture in the early stages of the disease is 
serious enough. In patients over forty years of age 
in this series, a positive blood culture in the early 
stages of the disease ( first, second, third, or fourth 
day) was always associated with a fatal issue. There 
were 20 of these older patients in all; 13 of these 
gave a positive blood culture on the day of their 
admission to hospital and all the 13 died ; the remain- 
ing 7, without bacterizmia, all recovered. 

Blood cultures were made from a series of 90 
patients in all, 10 c.cm. of blood being taken for 
culture on the day of admission whether the disease 
was early or late. Of these 90, 41 gave a positive 
blood culture, and 27 of these died (66 per cent.). 
Of the 49 patients without bacterizmia, 5 only died 
(10 per cent.). Analysing the figures with the age 


factor in mind, and taking the age of forty as a divid- 
ing line, the striking fact emerges that in the younger 
group not one of the patients with a negative blood 
culture died, and of the 19 with bacterizwmia, 9 (47 per 
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cent.) died. In the older group there were 41 cases ; 
22 gave a positive blood culture, and 18 of these 
died, a mortality of 82 per cent., nearly double that 
of those in the younger group, while of the 19 patients 
without bacterizmia, 5 died (26 per cent.). It should 
be made clear that none of the cases in this series 
were treated with antipneumococcal serum. 

These are admittedly small numbers on which to 
base any far-reaching conclusions, but they do sug- 
gest that at any age a positive blood culture is of 
serious import. Moreover, it is clear that in patients 
over the age of forty, certainly in the field covered 
by this hospital, a positive blood culture is of very 
grave omen indeed. 

In many of the papers dealing with bacterizmia in 
pneumonia, the age figures are not given [Langley 
(1933), Rosenblueth (1928), Cecil and Plummer (1932), 
Cruikshank (1933), Clough (1917), Sutton and Sevier 
(1917).] Koch (1932) made serial colony counts 
and records that every patient with an increasing 
or stationary number of pneumococci in the blood 
died; there were 20 of these patients, 6 of them 
over forty years of age. On the other hand, there 
were 11 patients with a small and decreasing number 
of pneumococci; of these patients 2 only died. In 
this group there were 2 patients over forty; one, 
aged forty, died on the fourth day, the other, aged 
fifty, with less than 30 colonies per cubic centimetre 
of blood on the first day, and none on the second 
day, recovered. Christie (1933) had 24 patients 
under forty with bacterizmia, of whom 12 died, and 
9 over forty (2 of Type 1, 4 of Type 2, and 3 of 
Type 3), allof whom died. It will be seen that the 
mortality of Christie’s younger and older groups 
with bacterizmia is very similar to that of our own 
cases. 

In view of the gravity of a positive blood culture, 
especially in older patients, we feel that it is of vital 
importance to detect a bacteriemia in the early 
stages of the disease, and in view of the favourable 
influence of antipneumococcal serum on mortality 
in suitable cases, to use it whenever it promises a 
possibility of turning the scale between life and 
death. One of us (R. C.), in association with Dr. L. 
Findlay, has recently reported a case of pneumonia 
with bacteriemia, and later complicated by sup- 
purative thyroiditis, the patient being a woman of 
fifty-three, in which the early administration of serum 
could reasonably be claimed to have prevented an 
issue otherwise fatal.* 

While “toxemia” suggests the impact of the 
“seed,” and age emphasises the quality of the 
“soil,” nevertheless man is not an experimental 
animal, and it is difficult to disentangle the variables 
in human disease. May not the clinical feature of 
“toxemia” depend not only upon the virulence of 
the infecting organism, but also upon the integrity 
of the patient’s various organs? The condition of 
the circulatory system, heart, and arteries has long 
been known to influence the patient’s response to 
the disease; the pneumococcal infection normally 
may hit other organs beside the heart and lungs, and 





° showing the various types of pneumococci in 


he figures 
the positive blood cultures are so small as to be of little 
significance. They are as follows :— 


Patients under Forty 
Type 1 ° 5 Sah 3 deaths. 
” Group te + —gendy Bye 
Patients over Forty 
3 cases, 2 deaths. 
« Group x” es ro SS « 
+ No Type 3 serum was available for typing. 


Type l 























it seemed to us that a fair guide to the seriousness 
of the infection might be offered by its attack on 
two main eliminating organs, the liver and the 
kidneys. Moreover, if the infection attacks a patient 
with already damaged liver or kidneys, it is likely 


that his chance of recovery will be all the more— 


seriously impaired. 

In both liver and kidneys pneumonia usually 
produces cloudy swelling; does it do any more 
serious damage? Lemierre and Abrami (1910) 
described 3 fatal cases of pneumonia complicated 
by hepatitis and jaundice, pneumococci being 
recovered in pure culture from the gall-bladder. 
On the other hand, Elton (1929) found in 70 succes- 
sive cases of lobar pneumonia that no patient died 
who had an icterus index of over 17; he argued, 
therefore, that an increase of bile in the blood stream 
had a lethal effect on the pneumococvi, due to the 
bile salts. Our experience did not confirm this. In 
our series of cases nothing very unexpected emerged 
as far as the liver is concerned. If the presence of 
excessive urobilinuria and an increased icterus index 
is any guide (and there was no evidence of serious 
blood destruction), then it would appear that these 
patients may suffer a fair amount of temporary 
damage to the liver by cloudy swelling and yet 
survive. Nevertheless an increase of bile in the 
blood stream did seem to indicate a disturbance of 
liver function with an added prognostic load. The 
icterus index of 91 patients was estimated, and 
Table III. sets out the findings :— 


TABLE IIT 
Patients under Forty 
Icterus * . 4 cases, : deaths. Mortality 9 per cent. 
OS Bi a een a 
wer in+ 45 12 J 
Patients over Forty 
Tcterus {8 4 25 cases, 10 deaths. Mortality 40 per cent. 
index *» ” 
eS ae } hye" ae 
under 30 + ihe 3 ¥ o 


It will be seen that a clear-cut increase of the icterus 
index above the normal is associated with almost 
a threefold mortality-rate in the younger group. In 
the older group the death-rate is high in any case, 
but the added load is still obvious. It is of interest 
to note from a more detailed analysis of the cases 
concerned that renal insufficiency has a much graver 
influence on mortality. Most of the patients with a 
low icterus index who died showed evidence of serious 
renal damage. There were a few cases, however, 
which made it clear that an obviously damaged 
liver, revealed in life by frank jaundice, or post 
mortem by the discovery of a more or less severe 
degree of hepatic cirrhosis, was a very grave handicap 
indeed. 
AGE AND THE RENAL FACTOR 


Apart from the production of cloudy swelling with 
consequent slight ‘febrile albuminuria,” can the 
pneumococcal infection hit the kidneys more severely ? 
One of the earliest cases in our series was a fulminating 
infection in a girl of twenty-two; she died within 
36 hours of the initial rigor, with a complete con- 
solidation of the middle lobe only. She was what 
one would term clinically an intensely toxic case ; 
the urine contained much albumin and casts of the 
type associated with acute nephritis. At autopsy 
the kidneys were found to be the seat of an acute, 
diffuse hzemorrhagic nephritis. It is true that a 
few pathologists mention pneumococcal infections 
as a cause of acute nephritis, and Aschoff (1919) 
goes so far as to say that pneumonia is one of the 
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principal causes of pure acute glomerular nephritis, 
but the general opinion seems to be that it is a rare 
causal factor. Nephritis as a possible complication 
is not even mentioned in the article on pneumococci 
in the Medical Research Council’s ‘‘ System of Bac- 
teriology.”” Councilman (1897) came across only 
one instance in a series of 110 patients with croupous 
pneumonia, and Blackman and Rake (1932), record- 
ing the results of histological examination of the 
kidneys in 95 cases of pneumococcal infections of 
various types, found no example of acute diffuse 
nephritis following lobar pneumonia alone (32 cases), 
and only 9 instances, all in children, in other forms of 
pneumococcal infections such as empyema or peri- 
carditis, 7 of whom had had the infection for over 
two weeks. 

There was only one other instance of acute diffuse 
nephritis in our series, in the case of a man of forty- 
nine. But it was striking how grave a burden was 
the possession of already damaged kidneys. Hadley 
in 1907 stated that 82 per cent. of patients attacked 
by pneumonia died if an antedecent chronic nephritis 
was present. In our own series there were 33 autop- 
sies ; 8 were on patients under forty, and in addition 
to the already mentioned example of acute diffuse 
nephritis, 2 showed chronic interstitial renal changes. 
Of the remaining 25 older patients (over forty years) 
there was one instance of acute nephritis and 13 
had chronic interstitial nephritis. Of 8 of these 
patients who were over sixty years old, 7 showed 
chronic interstitial nephritis. Moreover, it was clear 
from the character of the urinary deposit in most 
of the patients with already damaged kidneys that 
a more or less serious degree of acute toxic damage 
was superadded ; and this was confirmed by examina- 
tion of the kidneys removed post mortem. 

Blood-urea estimations were made on a series of 
93 patients. In the younger group of patients under 
forty, 32 out of 51 had a blood-urea of over 40 mg. 
per 100 c.cm., and 7 of the 32 died. Two young men 
with a blood-urea content of over 90 and well over 
100 mg. per 100 ¢.cm. actually survived. 

One was a man of twenty-nine, admitted on the eighth 
day of his illness with an atypical pneumonia, a positive 
blood culture (“‘ Group X ”’), and a blood-urea of 118 mg. 
per 100 c.cm., which dropped five days later to 65 mg. 

The other was a boy of eighteen, admitted on the third 
day of illness with a basal pneumonia, but a negative 
blood culture. Attempts to secure a sample of sputum for 
typing failed. The urine contained a moderate amount of 
albumin, but no casts were found until a week after 
admission, when both cellular and coarse granular casts 
were seen, together with a few red blood corpuscles. 
The blood-urea on admission was 92 mg. per 100 c.cm., 
and four days later it had risen to 310 mg. (confirmed by 
repeated estimations). At that time the boy was apparently 
uremic, with muscular twitchings and noisy delirium. 
On the seventh day after admission the temperature 
became normal by lysis ; on the twelfth day the blood-urea 
was 370 mg. per 100 c.cm. He began to improve, and 
on the twenty-second day the blood-urea had fallen to 
65 mg. Two months later, six weeks after his discharge 
from hospital, it was 46 mg. with no renal elements dis- 
coverable in the urinary deposit. Blood-pressure readings 
gave no indication of the extent of the renal damage ; 
they remained virtually constant throughout the illness, 
at a level of 110/70 mm. Hg. The case shows the remark- 
able vitality of youth, even with the added weight of a 
toxic nephritis. 


The older group of patients over forty fared badly. 
There were 42 of them, of whom 32 had a blood-urea 
of over 40 mg. per 100 c.em. Of these 32, 21 died 
(three times as many as those in the equal group of 
younger patients); and not one with a blood-urea 
of over 70 mg. survived. In the older patient with 
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pneumonia, therefore, penal damage is a grave 
burden. 

It seems then that the kidneys form as it were a 
screen on which is projected, however crudely, a 
picture of the interplay of seed and soil in this disease. 
The young have reserves denied to the old; in the 
latter one of the most important factors in the prog- 
nosis of pneumonia is the condition of the kidneys. 
The practising doctor can obtain much helpful 
information in his estimate, and therefore in his 
management, of a case of pneumonia by two almost 
ridiculously simple means—the testing of urine for 
albumin (noting the significance of an amount greater 
than that of the usual trace due to “ febrile ’’ albu- 
minuria), and the examination of its deposit for casts 
of various types. 


VASCULAR CHANGES AND AGE 


The condition of the heart muscle in pneumonia 
is so important that it has been said, “‘ Look after 
the heart and the lungs will look after themselves.” 
The objective study of myocardial damage in this 
disease would demand a paper to itself, and we were 
not able to devote the detailed attention to it, in 
this series of cases, which we would regard as adequate. 
Generalised cardiovascular degeneration, however, 
is mirrored in the peripheral vessels, and in a series 
of 102 patients careful note was made of their condi- 
tion. They were classified as (a) normal, vessels 
impalpable ; (b) fair, vessels palpable and capable 
of being rolled under the fingers when the vessel 
was occluded; (c) bad, vessels grossly sclerotic, 
tortuous or even calcareous. 

Of 39 patients under forty with normal peripheral 
arteries, 5 (13 per cent.) died ; of 13 patients over 
forty, 5 (38 per cent.) died. There were 12 examples 
of “fair” arteries in the younger group, with 
1 death (9 per cent.), and 16 in the older group, with 
6 deaths (38 per cent.). Those with bad arteries 
suffered heavily: of 4 cases under forty, 3 died 
(75 per cent.), and of 18 over forty, 16 died (89 per 
cent.). The figures show clearly the high mortality 
associated with severe vascular damage. Not only 
does the likelihood of vascular degeneration increase 
with increasing age, but also the young, when con- 
fronted with this disease, are in a very serious sense 
“as old as their arteries.” 


OTHER CONSIDERATIONS 


The localisation of the pneumonic lesion was pos- 
sible in 198 cases, not only on clinical grounds but 
also by the employment of a portable X ray unit. 
Cecil (1933) noted that the mortality of cases with 
involvement of more than one lobe was double that 
of cases of monolobar involvement. This we found 
true for the younger group of patients ; in the older 
group the death-rate is considerably higher, and the 
percentage mortality is approximately the same 
whether one or more than one lobe is affected. It 
would seem therefore that in the older patients any 
lethal factors connected with the actual geographical 
extent of the pneumonia are submerged in the impact 
of the pneumonia itself upon the organism. 

Leucocyte counts were made at the height of the 
disease, as soon as possible after the patient’s admis- 
sion to hospital, in a series of 83 cases. We were not 
able, however, to do serial counts as Fleming (1936) 
did in his study of the leucocytosis in typed pneu- 
monia. The average leucocytosis in the great majority 
of our patients, young or old, was what he would 
term “ inadequate ” (i.e., less than 15,000)—perhaps 
due to the poor quality of our field of patients. 
Analysing our series of cases, without reference to 


the type of pneumonia, the younger patients who 
died had an average leucocyte count of 11,000 per 
¢.mm., and in those who survived with a positive 
blood culture, 20,000; in those with a negative 
blood culture, 14,000. The figures in the older group 
are as follows : 





Deaths 
15 with positive blood omhumns average leucocytes 11,000 
» negative ,, ” ” *» 13,000 
Survived 


4 with positive blood culture : | coer leucocytes 14,000 
12 ,, negative ,, % ” » —-:14,000 


Neither these figures, nor those obtained by reference 
to the type of pneumonia, seem to have any striking 
significance in underlining differences between the 
younger and the older patients. 

As might be expected, our cases showed clearly 
the increasing frequency of lethal complications, 
such as pericarditis, lung abscess, meningitis, fatal 
empyema, with increasing age. These remoter 
complications are very often associated with a posi- 
tive blood culture, the significance of which, especially 
in older patients, has already been discussed. 


SUMMARY 


Prognosis in pneumonia is a difficult art. The 
survival of the patient suffering from pneumonia 
depends on a variety of factors, and in this disease 
especially it is essential to “know your patient” 
before a sound opinion can be given. In a clinical 
survey of a series of patients drawn from the poorest 
grades of society in Liverpool, in whom the death- 
rate was higher than the average for the city as a 
whole, possibly because of poor nutrition, the well- 
known factor of age in prognosis has been analysed 
in some detail. Age brings an added load on renal, 
hepatic, and cardiovascular functions. A positive 
blood culture at any age is serious, but in older 
patients it is ominous. As blood culture is part of 
an excellent method of typing pneumococci, it should 
be done at the earliest moment of the disease, and 
in appropriate cases serum therapy should be given, 
especially to older patients with a heavy blood 
infection. 

Blood counts alone were not of much value in 
prognosis. This was partly due to the material, as 
secondary (probably nutritional) anemia was com- 
mon, and a poor leucocyte response was the rule 
rather than the exception. 

Latent jaundice, as shown by an increased icterus 
index, did not appear to benefit the patient; rather 
was it an added handicap because it indicated some 
degree of impaired liver function. 

‘Pneumonia is a friend of the aged” largely 
because bodily functions deteriorate with age. 
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MANDELIC ACID IN THE TREATMENT 
OF URINARY INFECTIONS 


By M. L. Rosennem, M.B. Camb., M.R.C.P. Lond. 


MEDICAL REGISTRAR, UNIVERSITY COLLEGE HOSPITAL, LONDON 


In the eighteen months that have elapsed since 
mandelic acid was introduced as a urinary antiseptic,’ 
its value has been confirmed by many workers. In 
England Lyon and Dunlop? and Holling and Platt * 
have published series of cases treated with the acid. 
In America Helmholz * has also reported favourably 
on its use and a recent paper by Cook and Buchtel ° 
deals with the results of the treatment in a large 
group of cases. Helmholz and Osterberg® have 
carried out further experiments on the rate of 
excretion and bactericidal power of mandelic acid 
in urine. 

From a consideration of the results obtained in a 
series of 88* unselected cases, most of which were 
seen and treated by me, it has now become possible 
to discuss the indications for the use of mandelic acid 
and also to consider the results which may be obtained 
in the treatment of various forms of urinary infection. 

In the original cases, mandelic acid was given in 
neutralised solution and eight cachets of ammonium 
chloride—each containing 1-0 g. (grs. 15)—were 
given in the course of the day to render the urine 
acid. Sodium mandelate, being simpler to use, soon 
replaced the neutralised solutions of the acid. Early 
this year, Holling and Platt reported a series of 
cases treated with ammonium mandelate. They 
found that, using this salt, the urine could usually 
be satisfactorily acidified without the use of any 
additional ammonium chloride. Their findings have 
been confirmed. Ammonium mandelate has been 
tested on a series of normal men and is a potent 
urinary acidifier. The clinical results following its 
use have also been satisfactory (see Table I.). This 
salt, which is very hygroscopic and which is generally 
used in the form of a sweetened syrup, appears to be 
the simplest and most pleasant means of administering 
mandelic acid. 

Many patients undergoing the original treatment 
were found to pass hyaline and granular casts in 
their urine, and it was thought that this might be 
due to a toxic effect of the mandelic acid itself. The 
occurrence of casts in the urine following large doses 
of ammonium salts had, however, already been 
reported. Beckmann and van der Reis,’ who were 
among the first to use ammonium chloride to acidify 
the urine, gave 9-0 g. a day and reported the occurrence 
of granular casts, and casts were also found by 
Clark,* who used large doses of ammonium nitrate 
as an adjunct to the ketogenic diet. Although 
Helmholz and Osterberg have shown that the intra- 
venous injection of sodium mandelate in dogs is 
followed by a temporary depression of renal function, 
the casts which appeared in the urine of patients 
treated by the original technique are believed to 
have been due to the ammonium chloride rather 


* See footnote, Table II. 
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than to the mandelic acid. 


This view is supported 
by two observations :— 


(a) Case A.—A woman, aged 49, suffering from chronic 
cystitis, was placed upon restricted fluids and given the 
usual dose of 8-0 g. ammonium chloride per day, but no 
mandelic acid. The urine became highly acid, and a 
specimen of urine taken one week later showed an increase 
in the amount of albumin and numerous hyaline and 
granular casts. Pus was still present, and on culture the 
urine still gave a copious growth of B. coli. All treatment 
was stopped and, one week later, when the urine, though 
still infected, contained no albumin and no casts, she was 
again placed on restricted fluids and was given 4-0 g. 
ammonium chloride and 12-0 g. mandelic acid a day. 
On this treatment the urinary infection rapidly cleared 
up without the appearance of further casts; the next 
catheter specimen showed no albumin and only a slight 
excess of leucocytes. It was sterile on culture, and the 
urine remained sterile after the treatment was stopped. 

(6) Since the use of large doses of ammonium chloride 
was abandoned,*® except where obviously indicated, it 
has become rare to find casts in the urine, although the 
dose of mandelic acid has remained unaltered. 


There is no evidence that mandelic acid can 
produce permanent renal damage, and Holling and 
Platt have actually reported favourably on its use 
in cases of acute nephritis associated with infected 
urine. Ammonium mandelate rarely acts as a renal 
irritant, the acidifying power of the usual daily dose 
of ammonium mandelate (containing 12 g. mandelic 
acid) being equivalent to that of about 4 g. ammonium 
chloride. 

TABLE I 
Summary w< Cases Treated with Ammonium Mandelate 


Addi- 
tional 

NH,Cl 
used. 


Sex 
and 
age. 


Mini- 
mum pH 
recorded. 


Disease. Result. 





(g- per 
jem.) 
Recent acute pyelitis. - Cured. 


Recent acute cystitis. 


Chronic pyelitis 
(1-2 years). 
Chronic pyelitis 
(12 years). 
Chronic pyelitis 
(? 7 years). 
Chronic pyelitis 


(6 i 8). 
Chronic cystitis 
(3 months). 
Chronic cystitis 


No 
effect. 
Cured. 


Impr. 


Cured. 


(1 year). 
Chronic cystitis 
(10 years). 
Bacilluria. 


Pyelitis of pregnancy. Impr. 
| Chronic pyelitis— 

treated in puerperium. 

Puerperal pyelitis. Cured. 


” 


” 


Hemiplegia. Reten- 
tion. Ascending 
pyelonephritis. 


Impr. 


Organism.—B. coli in each case. 
Remarks 


Case 1: Relapsed; re-cured. 
Case 5: Hydronephrosis (see Case B). 

Case 7: elapsed. Pyelogram suggests 
Not yet further investigated. 

Case 9: Granular cast seen. 

Case 10: See C. 

Case 13: Chronic pyelitis since pregnancy 1931. 
sterile when taking ammonium mandelate. 
stopping it. 

Case 14: 

Case 18: 


hydronephrosis. 


Urine 
Relapsed on 


Did not complete treatment. 
Additional mandelic acid bladder wash-out. 
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The sontent meted of treatment consists of 
giving 3 g. (grs. 45) of mandelic acid in the form of 
syrup of ammonium mandelate, four times a day 
after meals. The salt is very soluble, the dose usually 
being contained in one tablespoonful of the syrup. 
The fluid intake is limited to two pints in the day 
though, in certain patients, especially during the 
puerperium, a larger intake is allowed. 

It is essential to make certain that the urine 
becomes sufficiently acid. Mandelic acid acts far 
better in an acid urine. The figures obtained by 
Helmholz and Osterberg show that while at pH 5-0 
a solution of 0-25 per cent. of mandelic acid is bac- 
tericidal for most organisms, at pH 5-7 a 1 per cent. 
solution is necessary to produce the same effect. 
While certain cases of urinary infection treated with 
mandelic acid may clear up without the urine ever 
having become very acid, no case should be accepted 
as a failure unless the urine has been fully acidified. 
It therefore appears logical to try to acidify the 
urine in every case. The urine, if sufficiently acid 
(i.e., pH 5-3 or less), should give a pink colour with 
methyl-red and this test, which takes about one 
minute, should be performed once or twice at the 
commencement of the treatment. In the normal 
case the pH falls rapidly and once a satisfactory pH 
has been reached, this is generally maintained and 
further estimations are unnecessary. There appear 
to be only three possible causes for the urine not 
becoming sufficiently acid :— 


(a) Insufficient intake of acidifying salts.—In certain 
patients treated with ammonium mandelate, it may be 
necessary to give additional ammonium chloride in order 
to reduce the pH to 5-3. In a series of 18 cases this has 
only been necessary in 3, and of these 2 were puerperal 
cases on an increased fluid intake. Cook and Buchtel 
found that only 1 of 15 patients treated with ammonium 
mandelate required a secondary acidifying drug. 

(6) Renal insufficiency remains the main contra-indica- 
tion to the use of mandelic acid therapy. A damaged 
kidney is unable to excrete a sufficiently acid urine, and 
hence the treatment is unlikely to be successful. Further, 
in the presence of impaired renal function, acid salts may 
produce a state of acidosis. 

. (c) Infection of the urine with a urea-splitting organism.— 
If the urine is infected with an organism, such as 
B. proteus, which can form ammonia from urea, it is impos- 
sible to acidify the urine. Lyon and Dunlop have reported 
one such case in which massive doses of ammonium 
chloride and calcium chloride were given and the urine 
remained persistently alkaline. If the urine remains alka- 
line on large doses of acidifying salts and yet no symptoms 
of acidosis appear, the presence of a urea-splitting organism 
should be suspected, 


Results 


I have now used mandelic acid in a series of nearly 
a hundred unselected cases of various urinary 
infections and the results obtained are shown in 
Table II. It is difficult, from a consideration of such 
figures, to draw definite conclusions as to the value 
of mandelic acid, for there are many varied types of 
urinary infection and the percentage of cures in any 
series of cases must depend largely on the relative 
numbers of the various types of infection included 
in that series. In Table III. the various factors that 
are believed to have led to failure of the treatment 
are summarised. From impressions gained during 
the use of the treatment, together with a considera- 
tion of the two tables, it is now possible to foretell 
the results that may be expected from the use of 
mandelic acid in various types of cases and also to 
recognise the indications for the use of the new 
form of treatment. 
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TaBLe II 
Results of Mandelic Acid Therapy 

















—_— Type of case. Cases. Cured. PF 
ors Recent acute pyelitis. 14 ae os Gl 1 
2 Recent acute cystitis. 5 4 1 
3 Chronic pyelitis. 18 10 8 
4 Chronic cystitis and 26 18 8 
| bacilluria. 
vk Apparent simple infections. 68 ea ee ry 18 
7asl Pyelitis of pregnancy. 43 tov i Screrapar 
6 Puerperal pyelitis.* 11 6 5 
Miscellaneous cases. 6 2 4 





93 56 37 





Total cases.* 


Apparent simple infections 71 per cent. cured. 

Total cases* .. a ‘ae » ° 

* Five of the 10 patients who were unsuccessfully treated 
during pregnancy were further treated in the puerperium. 
These 5 cases are included in the 11 cases of group 6 and ha 
therefore been counted twice. Since 4 of these resisted treat 
ment, the actual cure-rate based on the number of patients as 
opposed to cases is 56 out of 88 (i.e., 63 per cent.). 


Taste III 
Analysis of Failures with Mandelic Acid Therapy* 


Cases 
(Probable presence of urinary oe or 
| obstruction . a> 
Failure to acidify the urine oe » és 2 
Did not complete trea‘ wes 2 
Renal irritat a deeiieae abandoned as 2 
No cause for failure found i. = 


37 failures. < 





Failures 
| cases). 
1 | Recent acute | 1 | Hypertension. Blood-urea 58 
¥ mg. per cent. 
2 | Recent acute 1 Hyperthyroidism. 
3 Chronic 8 (1) Renal calculus. Hyer - 
pyelitis. nephrosis (Case B). 75) uld 
| | not take ammonium chloride. 
(4) Treatment erent because 
of casts. (5) a if ‘ailures not 
fully ym (8) No cause 
of failure found 
4 | Chronic cystitis 8 | (@) Post-operative retention. (2) 
| and bacilluria. | Previous pelvic operations. (3) 
Infection with urea-splitt 
——. (4) Stricture (died, 
cending pyelonephritis). (5) 
Residual urine following prosta- 
| tectomy. (6) Prostatic calculi. 
| UE Heart failure, treatment 
cause of increased 
ueiinerie. (8) No cause 


Nature of case. 





found. 
5 Pyelitis of 10 Pregnancy. 
pregnancy. 
6 Puer 1 5 | Four cases infected and treated 
pyelitis. during pregnancy (also included 
| in group 5). Two cases did not 
| } i tie treatment. 
7 | Miscellaneous. 4 | (1) nital orgie kidneys. 
_ | re is. (2) Eid 


dymo-orchitis. 
td Paralysed bladder—ascend- 
|% ing pyelonephritis (4) Large 


| 
| 
calculus. Nephrostomy. 


e * Many of these cases were symptomatically much improved. 
he term “ failure ” implies a failure to obtain sterile urine. 


ACUTE PYELITIS OR CYSTITIS 


There is no indication for the use of mandelic acid 
in the treatment of a patient acutely ill with a urinary 
infection until alkalis have been given a thorough 
trial. For while it is possible in many such cases 
to obtain a rapid fall of temperature by the use of 
mandelic acid, this can be acconiplished both with 
certainty and with greater comfort to the patient by 
the use of alkalis. Mandelic acid treatment appears 
undesirable in febrile cases, firstly because the fluid 
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intake must be limited, secondly because there is 
probably a greater danger of producing symptoms of 
acidosis in such patients, and finally because the 
hyperacid urine, essential to successful treatment, is 
more likely to cause renal irritation during the acute 
phase of pyelonephritis. In the few cases of acute 
infection in which some complicating factor causes a 
persistence of the temperature despite full doses of 
alkalis, mandelic acid may lower the temperature 
and relieve the symptoms. 

Alkalis, though relieving the general symptoms, 
rarely, if ever, cure urinary infections. While some 
cases of acute pyelitis undergo spontaneous cure, 
many patients continue to harbour coliform bacilli 
for weeks, months, or years after the acute symptoms 
have subsided. Mandelic acid has proved extremely 
valuable in the treatment of such recent acute 
cases of urinary infection. Of 19 cases of acute 
pyelitis or cystitis, treated within a few days or 
weeks of the acute attack, 17 have been discharged 
with sterile urine. Patients with acute urinary 
infections were often, in the past, regarded as cured 
once their temperature had fallen to normal. But 
they are not really cured unless their urine is 
rendered sterile, for the urinary tract tends to 
become chronically infected and the disease much 
more resistant to treatment. Further, there is a 
continual risk of a severe febrile exacerbation. The 
correct treatment of acute cases would therefore 
appear to be, first, the relief of the symptoms 
with adequate doses of alkalis and then, once the 
temperature has fallen, the cure of the infection with 
mandelic acid. No patient with an acute urinary 
infection should be discharged until an attempt has 
been made to sterilise the urinary tract, and in the 
few cases in which this fails further investigation of 
the cause of the infection is indicated. 


CHRONIC URINARY INFECTIONS 

Some of the most satisfactory results of mandelic 
acid therapy have been seen in cases of long-standing 
urinary infection; cases of chronic pyelitis and 
cystitis, which have resisted all other forms of 
therapy, have cleared up rapidly under the treatment. 

Provided that the treatment is properly carried 
out and that the urine becomes sufficiently acid, the 
chief cause of failure lies in urinary stasis. The 
presence of any obstruction to the outflow of urine, 
either from the renal pelvis or the bladder, makes 
the sterilisation of the urinary tract far more difficult. 
This is clearly shown in Table III. Such cases may 
be cured by mandelic acid, but if not, they are usually 
made more comfortable. The pyuria can be con- 
trolled and the frequency and pain relieved. The 
infection, however, tends to persist and to regain full 
vigour once the treatment is stopped. It has often 
been stated that every case of chronic urinary 
infection should be fully investigated for some 
underlying lesion by means of cystoscopy, X rays, 
and pyelography. In many chronic cases, however, 
the infection can be eradicated by the use of mandelic 
acid and the present method of treating these cases 
commences with a full course of the acid therapy. 
Only if the infection proves resistant or if it rapidly 
recurs whenever treatment is stopped, need patients 
be subjected to full investigation. A great advantage 
of this “test” treatment is that it causes less 
inconvenience to the patient, who can not only be 
treated while still at work, but may ultimately avoid 
the ordeal and expense of a complete urinary investi- 
gation. It must be emphasised that if a urinary 
infection fails to clear up with a full trial of mandelic 
acid, some underlying obstructive lesion is probably 


present. This method of treatment is illustrated by 
the following cases :— 


Case B.—A woman, aged 55, was referred to Dr. J. W. 
MecNee’s out-patient department as a case of chronic 
urinary infection. There was no obvious cause for the 
infection, which had followed an “inflamed bladder ”’ 
twelve years previously. The patient had no symptoms 
beyond malaise and frequency. The urine contained pus 
and coliform bacilli. She was first of all treated, as an 
out-patient, with ammonium mandelate, and later with 
sodium mandelate and ammonium chloride. The infection 
proved resistant, and she was admitted to hospital for 
investigation. A completely unsuspected large left 
hydronephrosis was found, and the urine from the right 
ureter was shown to be sterile. A left nephrectomy was 
performed by Mr. F. J. F. Barrington. The urine after 
operation was still infected but cleared rapidly with a 
course of mandelic acid, and the patient was discharged 
with sterile urine. 

Case C.—A woman, aged 37, attended Dr. McNee’s 
out-patient department complaining of a severe pain on 
micturition and of frequency for the past three weeks. 
She was afebrile, and had suffered from “ kidney trouble ” 
for some twenty years. She had tenderness in her left 
iliac fossa, and her urine contained a trace of albumin, 
a few pus cells, and on culture grew B. coli. She was given 
ammonium mandelate as an out-patient, and a specimen 
of urine taken three weeks later showed no albumin, a 
few epithelial cells, and was sterile on culture. The 
treatment was stopped, and fourteen days later the urine 
was still sterile. 

PYELITIS OF PREGNANCY 

In cases of pyelitis occurring during pregnancy, 
urinary obstruction is always present and these 
cases are notoriously difficult to cure. In a series of 
13 such cases, only 3 obtained sterile urine before 
delivery, though many of the others were symp- 
tomatically relieved. Such cases in the febrile stage 
should first be treated with alkalis, but if the tempera- 
ture persists mandelic acid should be tried. In 
2 cases the temperature has responded to mandelic 
acid after failure with alkalis. If the temperature 
falls with alkali therapy and the patient then remains 
free from symptoms on alkalis, it is probably better 
to persist with this treatment and to reserve mandelic 
acid for an attack on the infection soon after delivery. 
If, however, the symptoms persist, mandelic acid 
usually relieves the pain and frequency and may, in 
occasional cases, sterilise the urinary tract. 


PUERPERAL PYELITIS 


Two forms of puerperal pyelitis are recognised : 
one dating from an infection already present during 
pregnancy and the other starting in the puerperium. 
The prognosis of the latter is good and both tend to 
clear up in the months that follow delivery. Many 
cases of chronic urinary infection, however, date from 
childbirth and an attempt should be made to cure 
every case of puerperal pyelitis, even though it be 
symptomless. Mandelic acid appears to be an effective 
agent in such cases. It does not upset the breast-fed 
child, but the fluid intake may have to be increased 
up to four pints or more a day in order not to 
interfere with lactation. The treatment can be 
carried on in an ambulatory form. In a series of 
11 cases, 6 obtained sterile urines, 4 of the failures 
occurring in patients who had had pyelitis during 
their pregnancy. 

MISCELLANEOUS CASES 

Lyon and Dunlop reported 2 cases of tuberculous 
disease of the urinary tract complicated by a secondary 
infection, and in both the superadded infection was 
cured with mandelic acid. There appears to be 
some risk that an underlying tuberculous infection 
may be missed, and if a case of urinary infection is 
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cleared up and, despite repeated sterile cultures, pus 
cells persist in the urine, a careful search must 
be made for tubercle bacilli. 

The action of mandelic acid is not specific for the 
coliform bacilli. It will act in vitro on various other 
organisms and, clinically, several cases infected with 
the Staphylococcus albus have been cured. Helmholz 
and Osterberg have also cured two patients whose 
urinary tracts were infected by Streptococcus fecalis. 
Mandelic acid has been successfully used in the 
treatment of paratyphoid urinary carriers and should 
prove of value in the control of such cases. 

In certain cases of chronic urinary infection in 
which resistance to treatment is associated with 
residual urine in the bladder, better results can be 
obtained by combining oral therapy with bladder 
lavage, using solutions of sodium mandelate. The 
solution used has been prepared by partly neutralising 
the mandelic acid with alkali and a 2 per cent. 
solution at pH 5-0 has been found satisfactory. This 
treatment in conjunction with oral therapy has been 
used with success in a case of infection following 
post-operative retention, and has also proved valuable 
in a hemiplegic patient with an infected bladder. 


RELAPSES 


In a fairly high proportion of cases in which mandelic 
acid appears to cure the urinary infection, relapses 
later occur. This has been especially noticeable in 
chronic urinary infections. The tendency to relapse 
is, of course, not limited to cases treated with 
mandelic acid. , 

In the cases originally treated the criterion of cure 
was the sterility of urine on culture, whether or not 
the patient was still excreting mandelic acid. More 
recently no patient has been considered cured unless 
a specimen of urine, taken after treatment has been 
stopped for several days, is also sterile on culture. 
The presence of mandelic acid in the urine will 
inhibit the growth of organisms, and in cases of 
persistent urinary infection, if the patient is still 
taking mandelic acid, the urine may appear sterile. 
On stopping the treatment, however, the inhibited 
organisms regain their power of multiplication and 
signs of infection reappear. Thus, cases of chronic 
cystitis are often perfectly well while taking mandelic 
acid, but relapse whenever the treatment is stopped. 
These “relapses” are really examples of a failure 
to cure. 

If the urine has become sterile, a relapse must 
signify a reinfection. In a few cases this may be 
from a loculated collection of infected urine, more 
often it must be from an extra-urinary source. Most 
cases of urinary infection are now believed to result 
from a blood-borne spread of B. coli. The organisms 
are excreted through the kidneys and only settle and 
cause an infection in the urinary tract if there is 
either urinary stasis or some suitable niche in the 
mucous membrane where they can multiply. The 
walls of the pelvis, ureter, or bladder in patients 
with long-standing urinary infection are usually 
inflamed and probably remain so after the infection 
has been rapidly eradicated. It seems possible that 
a reinfection occurring on the previously roughened 
mucous membrane may explain some of the relapses 
and the observation that in such cases the infection 
responds very rapidly to a few days’ treatment and 
that eventually a permanent cure may be achieved, 
suggests that the inflamed mucous membrane 
gradually heals. 

In cases of long-standing infection it is necessary 
to persist with the treatment for three or four weeks, 
and if the urine becomes sterile, the patient must 


be warned of the possibility of reinfection and should 
be advised to take the medicine again for a few 
days if any symptoms return or if the urine become 
turbid. It has been suggested that, as a prophylactic 
measure, it is better to take the acid for a few days 
once a fortnight than gradually to reduce the dose 
over a prolonged period, as by the latter method 
the optimum pH of the urine and concentration of 
mandelic acid may not be achieved. 


CONTRA-INDICATIONS 


Mandelic acid therapy is applicable to a wider 
range of patients than is the ketogenic diet, and in 
the present series few serious contra-indications 
have been discovered. Until further experience has 
been gained any list of contra-indications to the 
use of this form of treatment cannot be considered 
complete. 

The presence of renal insufficiency, as shown by a 
raised blood-urea, remains the main contra-indication 
to the use of both mandelic acid and the ketogenic 
diet. In patients with impaired renal function 
ammonium mandelate is unlikely to clear up the 
urinary infection and may produce symptoms of 
acidosis, depression, dizziness and dehydration. In 
such cases the new form of treatment should not be 
used unless a careful watch can be kept on both 
the patient and his urine. 

Renal damage may be unilateral or bilateral. In 
the presence of bilateral damage due to such condi- 
tions as chronic nephritis, acute ascending pyelo- 
nephritis, or to the fibrotic kidneys associated with 
long-standing urinary infection, renal function is 
always impaired and the treatment contra-indicated. 
This is not the case if only one kidney is damaged, 
for renal function can be normally maintained by 
the healthy kidney and the blood-urea is rarely 
raised. Mandelic acid can be safely used in such 
cases, but while the sound kidney will excrete a 
hyperacid concentrated urine, the urine from the 
damaged kidney will not be acid and will probably 
contain little mandelic acid. No symptoms of acidosis 
occur, but the treatment will probably fail. 

The absence of one kidney is no contra-indication 
to the use of the treatment provided that the remain- 
ing kidney can maintain normal renal function. Two 
patients, who had previously had a nephrectomy 
(for hydronephrosis and hypernephroma respectively ), 
have been cured of pyelitis. If the sole kidney is 
damaged and a raised blood-urea is present, mandelic 
acid should not be tried. 

I have had no experience in the treatment of cases 
of urinary infection complicating acute nephritis. 
Holling and Platt state that mandelic acid can be 
safely used, but there must be an increased risk of 
renal irritation, and in all cases in which much 
albumin or casts are present a careful watch must 
be kept on the urine. One patient with severe 
toxemia of pregnancy associated with chronic 
pyelitis has been treated with sodium mandelate and 
ammonium chloride. The albumin, already present 
in the urine, increased, and the treatment was stopped 
after two days. It is not certain whether the increased 
albuminuria was due to the toxemia or to the 
mandelic acid, and the case has therefore not been 
included in the present series. Such cases of toxemia 
of pregnancy should probably not be treated with 
mandelic acid until after delivery. 

Mandelic acid has been used in patients of all 
ages, the eldest in the present series being 74 and 
the youngest 3. In children the dosage must, of 
course, be proportionately decreased. In elderly 
patients a preliminary blood-urea should always be 
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done as the treatment appears to have a depressant 
effect, probably due to mild acidosis, in such cases. 

While not absolutely contra-indicated in the treat- 
ment of acute febrile cases of urinary infection, 
in my opinion mandelic acid should be used only 
in the later stages of the disease. 

In conclusion, it must be emphasised that the risk 
of producing severe acidosis or renal irritation in 
any patient depends entirely on the thoroughness 
of the medical supervision. If the urine is repeatedly 
examined, if the dose of ammonium mandelate is 
carefully controlled, and if a watch is kept for early 
signs of acidosis, many patients, who at first sight 
appear unsuitable for treatment, can be successfully 
cured 

Summary 


1. A series of 88 cases of various types of urinary 
infection has been treated with mandelic acid. 

2. Ammonium mandelate has been shown to be 
the most satisfactory and pleasant method of giving 
mandelie acid. 

3. Urinary stasis due to the presence of an obstruc- 
tive lesion is the commonest cause of failure of the 
treatment. 

. ““ Relapses”’ are often due to failure to cure, 
but urinary stasis and persistent inflammation of 
mucous membrane predispose to true reinfection. 

5. The main contra-indication to mandelic acid 
(or ketogenic) therapy is a raised blood-urea. In 
cases of urinary infection with acute fever the remedy 
should be reserved for the later stages of the illness. 
It can be used at all ages. 


My thanks are due to the various members of the staffs 
of University College Hospital and of Westminster Hos- 
pital who have very kindly allowed me to treat their 
patients. My thanks are also due to Messrs. Boots Pure 
Drug Co. who provided me with a liberal supply of ammo- 
nium mandelate (Ammoket). 
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MANDELIC ACID IN THE TREATMENT 
OF PYELITIS IN CHILDHOOD 
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CHILDREN, GREAT ORMOND-STREET, LONDON ; AND 
REGINALD Witson, M.D. McGill, D.C.H. 
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In 1931 Helmholz and Clark!? introduced the 
ketogenic diet for the treatment of urinary infections. 
In their hands it met with considerable success ; 
their good results have also been obtained by many 
others. The drawbacks of this diet are that it needs 
much preparation and supervision, and owing to 
its high fat content it is nauseating to many patients. 
This last objection is a serious one in the case of 
children, who often refuse a ketogenic diet after 
they have had it for a few days. 

In 1933 * Fuller showed that the substance excreted 
in the urine, responsible for the bactericidal action, 


was 8-hydroxybutyric acid. Unfortunately this sub- 
stance, when given by the mouth, is quite ineffective, 
owing to its complete oxidation in the body. 
Rosenheim ‘in 1935experimented with allied hydroxy 
acids and observed their effect on Bacillis coli 
cultures in vitro. He found that mandelic acid had a 
bactericidal action which compared favourably with 
that of B- hydroxybutyric acid. He also showed that 
such action was over and above that which a mere 
alteration of the pH would produce. The drug is 
excreted unchanged in the urine and is non-toxic. 
Promising results were obtained when it was sub- 
mitted to clinical trial. Lyon and Dunlop,’ who 





Effect of ammonium mandelate in a pyrexia) case of pyelitis. 


1 = treatment started. 2 = urine sterile. 


reported 16 adult cases of pyelitis treated by this 
method, found that in most cases a sterile urine 
was obtained within ten days. Several relapses, 
however, occurred. Similar good results are reported 
by Holling and Platt. They used ammonium 
mandelate in 4 cases, in one of which it was necessary 
to supplement the drug with ammonium chloride in 
order to make the urine sufficiently acid. 

This paper is a report of 36 cases of pyelitis in 
children under twelve years of age treated at the 
Hospital for Sick Children, Great Ormond-street, 
and at the Westminster Hospital. The details are 
recorded in Table I. Of this series, 3 were male 
and all but 5 were between the ages of two and 
eleven. There were 24 cases of acute pyelitis, 10 
cases were chronic or relapsing, and in 2 albuminuria 
and casts were present, due probably to pyelo- 
nephritis. As a rule the infecting organism was 
B. coli. Late-lactose fermenters (3) and B. proteus 
and B. mucosus capsulatus (1 each) accounted for the 
remaining cases. Ten of the children had been 
treated unsuccessfully with potassium citrate before 
the administration of mandelic acid. A pyelogram 
was obtained in 10 cases, and this investigation 
resulted in the demonstration of an anatomical 
abnormality in 3 of these, 1 of which had unilateral 
hydronephrosis. Nephrectomy and a subsequent 
course of mandelic acid brought about the disappear- 
ance of the pyelitis in this last case. 


METHODS 

Mandelic acid with sodium bicarbonate was used 
in most of the cases, and was given in doses of 15 to 
30 grains four times a day according to the age of 
the child (see Table II.). As a rule half this dose of 
ammonium chloride was given to acidify the urine. 
In 6 cases, Neoket (a mixture of mandelic acid and 
acid sodium phosphate) was used, and in 4, Mandelix* 
(solution of ammonium mandelate), in doses of 
3 to 6 drachms daily. 

Daily determination of the pH was made. For 
use in the ward a Lovibond colorimeter with a pH 


*Two ane drachms 


contain 45 
mandelate 


T2 


grains of ammonium 
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scale between 4 and 6 was found to be satisfactory. 
Catheter specimens were taken at intervals of several 





TaBLe II.—Dosage of Mandelic Acid 


days, these being cultured soon after they were Up to 6 months .. ; “8 30 grains daily. 
taken to obviate any in-vitro action of the drug on 6monthsto2 years... on RE ag ry 
the organisms. It has been possible to follow up 2— 5 years . oe oo! GO OD ce i 
almost all of the patients during the months that S123 . ++ 9-120 » » 


have followed discharge. 
To be certain that the dosage was sufficient, the mated. This is found to reach the level of 0-5 per 
urinary concentration of mandelic acid is now esti- cent., which Rosenheim regards as quite sufficient. 


TABLE I.—SUMMARY OF THE CASES 





Sex.| 


Days till 


| 


| Mini- 











Case. Age. Organism. urine sterile. | mum pH. ‘Remarks. 
74 | M. | B.coli. | 7 4-9 Acute pyelitis. Normal pyelogram. 
3 F. | ® 4 5°3 Capaate pyelitis ; third attack. Recurrence 9 days later. Death from 
intussusception. P.M.: chronic pyelonephritis. 
3 | 34 | M. is 7 5-2 
| aa pyelitis. No relapse. 

4/ 3% | F. ” 10 | Not done. 
| | | 

5 | 9 | F. ” | 10 | 52 | Acute pyelitis. Normal pyelogram. Relapse 1 month later. 

6 | 1% | F.| B. proteus. | Not sterile. 6-2 Acute pyelitis, complicating pink disease. 

7] 7 | F. B. coli, 10 52 som _ Relapes after 1 week. Resistant to further mandelic 
} | later late- | therapy elogram—poor secretion from left kidney. 
lact.ferm. | 

8} 7 |F.| B.cok. | 14 | 84 Chronic pyelitis. Third attack. Pyelogram normal. No relapse. 

9/10 |F.| - 5 | 49 |) 
| | | Acute pyelitis. No relapse. 

0 4.-8- 42.1 . 4 | 6-4 
} } 
11 |9}m. | F. » Not sterile. | 5-2 Acute pyelitis. Death from broncho-pneumonia. 
| } | \ 
12 6m. | F. | Late-lact. | Indefinite. | 5-2 Acute pyelitis. Potassium citrate given without effect. Relapse. 
| | ferm. Treated successfully with ammon. mandelate 
| 
13 | 11 | F. | o 19 5-2 Chronic pyelitis. Pyelogram—dilated left ureter. Relapse 5 months later. 
ui} 3s |F. | B.coli. | 10 | Notdone.| No relapse. 
is| s |y.| “ 10 | 4:8 || Acute pyelitis. Unsuccessful | ‘ 
pot. cit. treatment. 
16) 4 | F.} » | 6 | Not done.| Relapse 5 months later. 
17 | 11m.| F. | P ee ee a No relapse. 
| | | 
18 | 10 F. ” | 4 | 50 | Pyelitis complicating subacute nephritis. Albuminuria and hematuria 
| | |  sabsided. No relapse. 
| | | 
19| 6 |F.I ‘ 17 | Not done.| Chronic pyelitis. Previous unsuccessful pot. cit.treatment. Pyelogram 
| mormal. No relapse. 
20 | 64 | F. | . 5 | 56 | Acute pyelitis. Previous unsuccessful pot. cit. treatment. 
S8.:15 8+). | » 5 5-3 | Acute!pyelitis. Neoket unsuccessful. Urine became sterile on ammon. 
| mandelate. 
2 lu |F.| s | 66 | Acute pyelitis. Relapse after 2 months treated successfully. No 
| further recurrence. 
| | | | 
23 2 F. e 6 | §4 Chronic pyelitis. Previous treatment with hexamine and pot. cit. 
unsuccessful. No relapse. 
24 | 10 Ec ° 4 | 56 | Acute pyelitis. No relapse. 
| . 
25 4 | F. " 8 | 56 | Chronic pyelitis. Pyelogram normal. No relapse. 
26 | |B. | B. mucosus | 7. Relapsed| 56 | Chronic pyelitis. Pyelogram normal. One relapse. Resistant to 
capulatus. | almost | | further treatment. 
immediately | 
27 | 3 | F.| B. coli. | 8 54} . 
| ald |» Acute pyelitis. No relapse. 
2 | 10 | F. | ° 4 54 
29 | 6 | F. ° 6 5-4 Chronic pyelitis. Relapse successfully treated with mandelic acid. 
| } } 
30 | 9m. F. | » | 7 | 54 | Chronic pyelitis. Hydronephrosis. Mandelic treatment after nephrec- 
} | } tomy. Urine became sterile. No relapse. 
| 
a ae A » 6 | 683 elitis complicating subacute nephritis. Urine rendered sterile b 
PTSanaeie acid. No relapse. ‘ 
32 | 3 F. » 3 | 5-3 | Acute pyelitis. Neoket unsuccessful. Cured by ammon. mandelate. 
} } No relapse. 
33; 1 | M. 2 10 | 5-4 | 
: | | ! acute pyelitis. No relapse. 
wep Be ” | 6 | 54 | 
35 43 F. Late-lact. 6 | 52 | Chronic pyelitis. Third attack. Py ograms normal. Ammon. 
| ferm. | mandelate given. 
36 | 4th | F. B. coli. 7 | §8 | Acute pyelitis. Ammon. mandelate given. 


| 





m.= months ; lact. ferm.= lactose fermenters. 
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RESULTS 


It will be seen from Table I. that in all but 3 cases 
the urine was rendered sterile, often within a week 
of the beginning of treatment. The unsuccessful 
cases included a B. mucosus capsulatus pyelitis and 
a B. proteus pyelitis complicating pink disease. In 
the latter the pH did not fall at any time below 6-2. 
This rapid action of mandelic acid contrasted favour- 
ably with that of potassium citrate which was first 
tried in some of the cases. 

Little difficulty was experienced in reducing the 
pH to the optimum level of 5-3. When Neoket was 
used, however, the pH fluctuated a good deal, and 
did not remain constantly below 6. For this reason, 
this preparation was discarded in favour of ammonia 
mandelate, the use of which was attended with much 
better results. Of the present series 4 were treated 
with ammonium mandelate. In addition 6 cases 
are at present undergoing treatment. This prepara- 
tion is now being used in all cases of pyelitis. In 
each case the pH was reduced satisfactorily, and the 
urine rendered sterile within a very short time. 
Rather larger doses are being used. In some later 
cases, however, it has been found necessary to supple- 
ment the ammonium mandelate with ammonium 
chloride. 

Side effects were noted in two cases: in one of 
these diarrhcea developed, necessitating temporary 
cessation of treatment; the other child had some 
trouble with vomiting. No harmful effects on the 
kidneys were observed. 

So far, of the 36 cases treated, 9 have had relapses ; 
3 of these have had a second course of treatment 
which has produced a sterile urine. Of the 9 relapses 
3 were in patients with urinary tract abnormalities, 
and 2 in infections with an organism other than 
B. coli. Such infections do not yield so readily to 
mandelic acid therapy. Four cases are thus left for 
which no reason for relapse can be given. 


CONCLUSIONS 


1. Mandelic acid appears to be an effective remedy 
for B. coli pyelitis in children. The most striking 
feature is the rapidity with which the urine is rendered 
sterile. 

2. Ammonium mandelate has been given with 
success and is now being used in preference to other 
preparations. It is sometimes necessary to use 
ammonium chloride in addition. 

3. Infants as well as older children have been 
treated without harm. Pyrexia and albuminuria 
are not contra-indications to the use of mandelic 
acid. 

4. Relapses have occurred in 9 cases out of 36 
(25 per cent.). Three of these relapses were in 
patients with urinary tract abnormalities, while 
two had infections due to organisms other than 
B. coli, which seem to react less well to mandelic 
acid. Some of these relapses might have been pre- 
vented if mandelic acid therapy had been prolonged. 
It should be continued at least a week after the 
urine has become sterile, and probably longer, 
especially in the chronic cases. Some of these should 
attend as out-patients and receive continued treat- 
ment. Full doses for a short period seem to give 
better results than small doses for a longer time. 

5. Chronic pyelitis may be secondary to an abnor- 
mality of the renal tract. It is necessary to exclude 


such a possibility by pyelography and other means 
in any patient that does not react favourably to a 
course of mandelic acid. 





6. It will be necessary to follow up large numbers 
of cases for a considerable period before one can 
say whether mandelic acid will permanently cure 
pyelitis. 

We wish to thank the physicians and surgeons of both 
hospitals for permission to use their cases. In particular 
Dr. Donald Paterson has given much advice and help in 
this investigation. We gratefully acknowledge the assist- 
ance of Dr. W. W. Payne and Dr. A. G. Signy who have 
carried out most of the pathological investigations. 
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THE SIZE OF THE HEART IN ASTHMA 
AND EMPHYSEMA 
By E. L. Rustin, M.D. Liverp., D.M.R.E. 


RADIOLOGICAL REGISTRAR AT THE LIVERPOOL ROYAL INFIRMARY 
AND RADIOLOGIST TO THE LIVERPOOL HEART HOSPITAL 








Ir is generally agreed that enlargement of the 
heart is often found in subjects of old-standing 
emphysema and that emphysema ultimately leads 
to cardiac failure. An enlargement of the right 
ventricle is said to be a very frequent finding and 
is clinically regarded as being typical of the “ emphy- 
sema heart.” One has, however, frequently noted 
the absence of this “‘ typical” feature in the heart 
during the X ray examination of emphysematous 
subjects. This investigation was therefore under- 
taken to determine the effect of emphysema on the 
heart, in so far as it could be shown radiologically. 

The effect of emphysema on the heart is perhaps 
best studied in subjects of bronchial asthma who 
(unlike many cases of emphysema of non-asthmatic 
origin) so often have emphysema without any inde- 
pendent cardiovascular disease that would render 
difficult the interpretation of any changes that might 
be found in the heart. During the last two years 
the opportunity has been taken of radiologically 
examining the heart in cases of bronchial asthma— 
in particular cases with varying degrees of established 
emphysema. As a result, the infrequency of any 
evidence of cardiac enlargement even in long-standing 
emphysema has been striking. In those patients 
with advanced emphysema in whom cardiac enlarge- 
ment was present, such enlargement was usually 
general and shared by both ventricles. Enlargement 
of the right ventricle alone was a most uncommon 
finding. Even the onset of cardiac failure in emphy- 
sema appears to have been rarely preceded or 
accompanied by a selective or preponderating enlarge- 
ment of the right ventricle, as might be expected. 
It is these findings that form the subject of this 
paper. 

THE MATERIAL AND METHOD 

Of the patients examined, only those with a long 
history of bronchial asthma are considered here. 
There were 55 such cases, the average duration of 
asthma being 14 years. They had emphysema in 
varying degrees of severity. A few cases of emphy- 
sema of obscure xtiology, some with heart failure, 
are included. The degree of emphysema is of course 
not proportional to the length of time that asthma 
has been present, but established emphysema between 
attacks was usually found only in patients with a 
long asthmatic history. 
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The cases were each examined under the fluoroscopic 
screen and by radiograms taken at a focal-film distance 
of 6 ft. with the patient standing and with an exposure 
time of not less than one second to ensure a diastolic 
outline. The last two factors had to be varied in a few 
cases with much dyspnea. An opinion on the size of the 
heart as a whole and of each individual chamber in par- 
ticular was thus formed, but in addition, teleradiographic 
measurements of the transverse diameter of the heart 
and of the surface area of its frontal silhouette were made 
and correlated with the normal measurements for the age, 
height, and weight of each individual patient predicted 
according to the method of Hodges and Eyster.’ It 
should be emphasised that these measurements were made 
to confirm the findings on fluoroscupic and radiographic 
inspection to which they are considered subsidiary. A 
further series of measurements of the transverse cardiac 
diameter and of the frontal surface area were made for 
comparison on a number of cases of bronchial asthma 
without emphysema and on many non-asthmatic subjects 
—i.e., presenting no evidence of cardiovascular or pul- 
monary disease. These were likewise correlated with the 
predicted normal measurements for the age, height, and 
weight of each individual patient. 


The degree of emphysema was judged by clinical 
signs and by X ray appearances. It is submitted, 
in agreement with the findings of Cabot,? that 
the latter are often an indispensable aid in the 
diagnosis of emphysema. Many cases of ‘‘ emphy- 
sema’’ have been seen with poor chest expansion 
and barrel-shaped chests, who showed on screen 
examination horizontally placed hearts and _ high- 
domed diaphragms whose respiratory excursion was 
full and unrestricted. On the other hand, cases have 
been met with who showed little clinical evidence 
of emphysema but with X ray evidence, and in a 
few cases post-mortem evidence, of its presence to 
a considerable degree. The depression and flattening 
of the diaphragm into the relatively fixed inspiratory 
position—perhaps the most reliable single sign in 
emphysema—results in a change in the position of 
the heart. The heart is pulled upon by the attach- 
ment of the depressed diaphragm to the pericardium 
so that the heart elongates; its longitudinal axis 
approaches the vertical, and the heart becomes more 
centrally placed in the chest, As a result, a greater 
part of the heart shadow may be seen to the right 
of the spine than in non-emphysematous subjects 
whose diaphragms are at a normal level (Fig. 1). 
This deflection of the heart to the right (during life) 
is common in emphysema and must not be mistaken 
for right-sided cardiac enlargement. 


RESULTS 


The singular freedom of the heart from disease in 
eases of long-standing asthma and the longevity of 
asthmatic patients have often been remarked. But 
it has long been held that chronic emphysema ulti- 
mately leads to cardiac failure. It might be expected 
that if long-standing emphysema puts any strain 
on the heart, the brunt of that strain would fall on 
the right ventricle; that a gradual hypertrophy 
and enlargement of the right ventricle would result ; 
and that until general enlargement of the heart 
supervenes with gross decompensation, this selective 
enlargement of the right ventricle would be recog- 
nisabie radiologically. In mitral stenosis enlargement 
of the right ventricle, when present, is very clearly 
demonstrable by X rays (often before right ventri- 
cular preponderance is shown by the electrocardio- 
gram) and may be recognised by an alteration in 
the shape of the heart, often associated with an 
increase in its frontal area and other measurements. 
Similar evidence of enlargement of the right ventricle 
might be expected in long-standing emphysema 
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but this finding was actually the rarest finding in 
the present series of cases. Of the cases in this series 
5 only showed a suspicion, but nothing more, of 
enlargement of the right ventricle alone. In none 
of these cases was there any electrocardiographic 
evidence of right ventricular preponderance. A 
definite selective or preponderating enlargement of 
the right ventricle was not found radiologically in a 
single instance.* In those cases in whom enlarge- 
ment of the heart was present, such enlargement 
was general and shared by both ventricles. There 
were 14 such cases—mostly patients over 40 with 
advanced emphysema. The large majority of cases, 
including several cases of well-marked emphysema 
in younger subjects, showed no cardiac enlargement 
at all. 

Similar findings have been recorded by Pod- 
kaminsky,* who examined the heart radiologically 
in a number of cases of emphysema. He quotes 
Hofbauer’s post-mortem findings to the effect that 
in severe emphysema, even with obliteration of much 
of the capillary bed, there is no enlargement of the 
right ventricle. On the contrary, Hofbauer found the 
heart to be actually smaller than normal. His 
explanation of this finding will be discussed later, 
but he states that only when the obliteration of the 
capillary bed is extreme is there any evidence of 
cardiac embarrassment. Only in these cases with 
decompensation was enlargement of the right or of 
both ventricles found post mortem. Podkaminsky 
concludes that enlargement of the right ventricle 
should not be considered a typical feature of the 
**emphysema heart.” On the contrary, in that stage 
of emphysema which he terms “fairly advanced,” 
the heart is actually smaller than normal. 


ELECTROCARDIOGRAPHIC EVIDENCE 

Support is lent to these findings by those of 
Alexander, Luten, and Kountz,*‘ who examined a 
large nuniber of cases of old-standing bronchial 
asthma, all but one of whom had emphysema. Their 
electrocardiographic records showed no tendency to 
right ventricular preponderance—nor was there any 
such tendency during an attack of asthma. The 
early findings of Kahn,* who reported right ventricular 
preponderance in 20 per cent. of cases of asthma 
(10 out of 50 cases), have not been confirmed by later 
observers, although it is Kahn’s article that is most 
widely quoted. Criep* also examined 50 cases of 
asthma, only 7 of which had no emphysema, and found 
no tendency to right ventricular preponderance in 
electrocardiograms. Similar results have also been 
recorded by Kountz and Alexander.’ It would 
appear that right ventricular preponderance is not the 
usual finding in asthma with or without emphysema— 
and this in spite of the fact that the anatomical axis 
of the heart in asthmatic subjects nearly always 
approximates the vertical. 

The radiological conception of the heart in 
emphysema as it would emerge from the study of the 
present series of cases does not conform to the concep- 
tion widely held. The heart in emphysema is usually 
not enlarged and, more particularly, shows no enlarge- 
ment of the right ventricle. In very advanced 
emphysema a general enlargement of the heart 
may be found, the enlargement being shared by 
both ventricles. Electrocardiographically, the usual 
absence of any tendency to right ventricular pre- 
ponderance in emphysema would appear to lend 





* Although the association of asthma with acute rheumatism 
is said to be rare, two cases of true bronchial asthma associated 
with rheumatic mitral disease were encountered but are not 
included in this series. 
ventricle was present. 


In both cases enlargement of the right 
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support to this conception. The available post- 
mortem evidence remains to be considered. 


POST-MORTEM EVIDENCE 

A number of isolated cases of death from bronchial 
asthma have been recorded with post-mortem find- 
ings. Several cases are collected in the paper of 
Huber and Koessler * and a review of 33 cases is 
given by Coca, Walzer, and Thommen.® Unfor- 
tunately but scant attention has been given to the 
heart in many cases, the cardiac findings being 





FIG. 1.—Male, aged 34. Emphysema. Low position of diaphragm. 
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asthma with emphysema, need not be considered 
unequivocal evidence of cardiac failure. A further 
case of interest from this point of view is described 
by Steinberg and Figley.’* 

In a very comprehensive study of the subject 
Kountz and Alexander’ described the post-mortem 
appearances in further cases of emphysema. They 
found the heart presented one of three findings : 

(1) In the majority, not only was there no ventricular 
hypertrophy, but the heart frequently was smaller than 
normal. There was no increase in the linear measure- 


2a 2b 





Central position of heart. 


FIG. 2 a.— Normal male, aged 27. Teleradiogram taken at end of full inspiration. 
FIG. 2 b.—Same subject as2a. Valsalva experiment. Patient attempting forced expiration against the closed glottis after having 


taken a fullinspiration. Note reduction in size of heart. 


summarily and often incompletely described. Yet 
it is noteworthy that so many recorded cases are to 
be found with severe emphysema in whom the heart 
is described as normal or subject to enlargement of 
both left and right ventricles—in other words, in 
whom no selective or preponderating enlargement of 
the right ventricle has been found post mortem. 

This subject has been dealt with more fully by 
Kountz, Alexander, and Dowell,'° who examined 
66 cases with particular reference to the effect of 
emphysema on the heart. 


They encountered nine cases of severe emphysema 
who during life had dyspnea, cyanosis, and dependent 
cedema, and in whose hearts no enlargement or significant 
microscopic change could be detected on post-mortem 
examination. The normal ratio of the right ventricular 
weight to the left ventricular weight was maintained in all 
instances. In one, which approached the upper limit of 
normal, there was sclerosis of the pulmonary artery. 
One showed both right and left ventricular hypertrophy. 
The heart in the other cases was normal. These observers 
state that the dyspnea and cyanosis present in these 
cases is attributable to lowered vital capacity which 
results in a reduced oxygen content of the blood. The 
cedema was attributed to two factors: increased peri- 
pheral venous pressure (usually present in emphysema) 
and anoxemia. It is concluded that though heart failure 
is often associated with emphysema it is not necessarily 
attributable to it; and further that despite peripheral 
signs which simulate cardiac decompensation, advanced 
empbysema does not necessarily affect the heart. 


Confirmatory cases of advanced emphysema, includ- 
ing one case with edema but with essentially negative 
findings in the heart post mortem, are recorded 
by Kountz and Alexander,!! who point out that the 
presence of dyspnea, cyanosis, and dependent 
cedema, not infrequently seen in cases of old-standing 


ments of the right ventricle or in the weight of the right 
ventricle relative to the total heart weight. 

(2) In cases where cardiac decompensation was present, 
almost always both left and right ventricles were hyper- 
trophied. 

(3) The rarest finding of all was hypertrophy of the right 
ventricle alone. When right ventricular hypertrophy 
alone was seen it was usually associated with changes in 
the pulmonary arteries. ‘‘ We doubt seriously,” say these 
observers, ‘“‘ whether any marked degree of selective right 
heart hypertrophy does occur unless there is an associated 
pulmonary arterio-sclerosis.”’ 


The radiological findings in the present investiga- 
tion, which have already been given, are essentially 
in agreement with the post-mortem findings just 
quoted. 

DISCUSSION 

The effect of anoxzemia on the heart muscle might 
possibly explain the general cardiac enlargement 
that may be found in advanced emphysema. But 
the absence of a selective enlargement of the right 
ventricle in emphysema of varying degrees of severity 
would be difficult to explain if it were agreed that the 
blood flow from the right ventricle is impeded in its 
passage through the emphysematous lung. There 
is, however, a good deal of experimental evidence to 
show that there is, in fact, no effective obstruction to 
the flow of blood through emphysematous lungs in 
spite of the obliteration of much of the capillary 
bed—unless the condition is far advanced. Parkinson'*® 
has recently cast doubt upon this evidence though he 
agrees that emphysema alone rarely leads to cardiac 
failure. No attempt is made here to enter into this 
controversial question, but the evidence is quoted 
and fully discussed in the work of Kountz and 
Alexander.? The Valsalva experiment, however, 
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might bé mentioned, since it simulates conditions 
found in emphysema and because it lends itself 
readily to direct observation on the X ray screen— 
the effect on the size of the heart of attempted forced 
expiration against the closed glottis. 

It was observed during the Valsalva experiment 
that if the patient strained against the closed glottis, 
thus distending the lungs, the heart decreased in size, 
and at the same time the intrapleural and venous 
pressures rose. During normal inspiration, with 
depression of the diaphragm and increase in the 
negative pressure in the pleural cavity, the flow of 
blood into the right heart is accelerated and there is a 
concomitant reduction in the venous pressure. But 
in emphysema the diaphragm is already depressed 
in the inspiratory position and can descend little or 
no further on inspiration and the pressure in the 
thorax approaches positive values. The return of 
blood to the heart is therefore impeded—hence the 
increase in venous pressure which is generally to be 
found in emphysema. This suggests that with lung 
distension the right heart, instead of overfilling 
because of any possible obstruction in the pulmonary 
circulation, may actually be spared owing to retarda- 
tion of the blood flow entering it. The reduction 
in the size of the heart observed during the Valsalva 
experiment seems to be directly due to the retardation 
of the venous flow into the thorax. This reduction 
in heart size (which is striking in degree) can be seen 
on the X ray screen in almost any normal or asthmatic 
subject who attempts expiration against the closed 
glottis (Fig. 2), and if the factors causing it obtain 
in established emphysema, as they do in the temporary 
lung distension during the Valsalva experiment, a 
selective enlargement of the right ventricle in 
emphysema would not be expected to take place. 
The evidence submitted in this paper indicates that 
such an enlargement is indeed an uncommon finding. 

Alexander, Luten, and Kountz‘ remark that the 
reduction in the size of the heart seen during the 
Valsalva experiment probably also occurs during an 
attack of asthma. I have been able to confirm this 
and have observed the diminution in the heart size 
on the fluoroscopic screen during the expiratory 
distress of an asthmatic paroxysm—this diminution 
being obvious in spite of the elevation of the 
diaphragm which is also observed during an attack. 
It is no doubt associated with the diminished cardiac 
output and lowered blood pressure which many 
observers have noted during an attack of asthma. 

Size of the heart in asthma without emphysema.— 
Passing on to another aspect of the subject one must 
briefly consider the size of the heart in asthma with- 
out emphysema. An apparently small or “ ptotic ” 
heart is often seen in persons of asthenic constitution. 
On inspection of a radiogram of the chest (taken 
standing at the end of a comfortable inspiration) in 
almost any asthmatic subject, the apparent small- 
ness of the heart is obvious. This may in small 
measure be due to the configuration of the thorax 
and to the somewhat low position of the diaphragm 
generally to be found in asthmatics. It has already 
been pointed out that any considerable depression 
of the diaphragm tends to elongate the heart and 
possibly causes it to rotate slightly round its vertical 
axis; the longitudinal axis of the heart approaches 
more nearly the vertical; its transverse diameter 
decreases and, at the same time, the heart becomes 
more centrally placed in the chest. These factors 
may result in an apparent diminution in the size 
of the heart by radiography. But the smallness of 
the narrow vertical heart of the asthmatic is not 
only apparent but real. If a teleradiogram be taken 
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with the patient prone and at the end of a full expira- 
tion, the diaphragm will be seen to have risen con- 
siderably. The axis of the heart becomes, as a 
result, more horizontal and its transverse diameter 
increases. But the heart shadow remains obviously 
smaller than the normal heart shadow of a non- 
asthmatic subject of similar body-weight and pro- 
portions. In his description of the post-mortem 
findings in a case of fatal asthma, Rackemann ™ 
remarks that the heart ‘appeared to be smaller 
than normal for the size of the woman.” The small 
heart of the asthmatic is the subject of papers by 
Gétzel and Kienbock !* and by von Hoesslin,’> who 
states it is due to simple hypoplasia. 

The smallness of the heart shadow in these cases 
is confirmed by comparing the measurements of the 
transverse diameter and frontal surface area in non- 
emphysematous asthmatic subjects, with similar 
measurements in normal non-asthmatic controls of 
similar body-weight and proportions. While the 
actual measurements in control cases correspond 
with reasonable accuracy to the predicted measure- 
ments, similar measurements in subjects of bronchial 
asthma are almost invariably well below the predicted 
normal. The average frontal surface area in a series 
of 45 control cases was 2 per cent. below the average 
predicted normal for that series. In an equal number 
of cases of asthma it was. 11 per cent. below the 
average predicted normal for these cases. The 
difference in transverse diameter between the two 
groups was rather less—about 7 per cent. As a 
result of these comparisons it may be said that if 
the transverse diameter and frontal surface area 
of the heart of an asthmatic subject are normal 
for the individual’s body build, the heart is likely 
to be pathologically enlarged. It follows that in esti- 
mating cardiac enlargement radiologically, the stan- 
dard measurements considered normal for the patient’s 
age, weight, and height (Hodges and Eyster) are a 
false criterion of normality in an asthmatic subject, 
though these measurements are otherwise a useful 
adjunct to ordinary screen and radiographic estima- 
tions of heart size. In these cases especially, the shape 
of the heart as a whole and of its individual chambers 
in particular is of greater diagnostic importance 
than the total size of the heart shadow. 


SUMMARY 


(1) A number of cases of bronchial asthma with 
and without emphysema were examined radio- 
logically with a view to determining the size of the 
heart. 

(2) The heart in the majority of cases of bronchial 
asthma is smaller than normal for the age, height, 
and weight of the patient. 

(3) If the size of the heart in an asthmatic subject 
is normal for the individual’s body proportions the 
heart is likely to be pathologically enlarged. 

(4) Emphysema may give rise to many of the 
symptoms and signs of cardiac failure though the 
heart itself be normal. The normality of the heart 
in respect to its size can best be judged radiologically ; 
particularly is this true in the presence of emphysema. 

(5) Severe emphysema may exist for years without 
associated cardiac enlargement. 

(6) When cardiac enlargement supervenes on old- 
standing emphysema this enlargement is usually 
general and shared by both ventricles. 

(7) In the absence of associated cardiovascular 
disease, a selective or preponderating enlargement 
of the right ventricle in emphysema is an uncommon 
finding. 
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(8) The X ray r evidenee for these findings is is given 
and supporting electrocardiographic and post-mortem 
evidence is quoted. 


I wish to express my thanks to Dr. R. E. Roberts for 
his interest and for every facility given me in connexion 
with this work. I am also indebted to Dr. A. Douglas 
Bigland, from whose asthma clinic most of the cases 
were drawn, for his kind coéperation and for free access 
to his case records. 
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THE TREATMENT OF 
POST-DIPHTHERITIC RESPIRATORY 
PARALYSIS 
WITH THE BRAGG-PAUL PULSATOR 


By C. J. McSweeney, M.D. N.U.L., 
F.R.C.P. Irel., D.P.H. 
MEDICAL SUPERINTENDENT, CORK STREET HOSPITAL, DUBLIN 


Since October, 1935, 12 cases of respiratory 
paralysis following diphtheria have been treated in 
Cork Street Hospital, Dublin, by the mechanical 
apparatus known as the Bragg-Paul Pulsator.* 

In all cases the diaphragm was involved as part 
of a widespread post-diphtheritic paralysis which 
invariably included the musculature of the pharynx. 
In addition, all the patients suffered concurrently 
from circulatory failure which was so severe as to 
cause death in two of them. As will be seen from the 
notes given below, the pulsator while in action 
maintained artificial respiration satisfactorily in all 
cases. Apart from the two children who died from 
circulatory failure—who were admitted on the 
thirty-first and forty-second day of their disease— 
there were two other fatal.cases in the group of 12 
here reviewed. One of these patients died from 
gangrene a fortnight after his diaphragmatic paralysis 
had been successfully treated in the pulsator; the 
other death was unfortunately due to a mechanical 
breakdown of the instrument after the patient had 
had four days of satisfactory treatment in it. In this 
connexion, it is only fair to add that when the 
accident happened the apparatus had had several 
weeks of constant use in treating the almost unbroken 


* The original a ET a was designed by Mr. R. W. Paul . 
ion . Sir William Bragg under circumstances 
already re in THE LANCET,* * and was tested and approved 
a Dr. Phyllis M. T. Kerridge of the London School of Hygiene, 
0 also suggested the form of air- used with the apparatus. 
The model employed in the treatment of the Dublin cases was 
ta makers be, Gorman and Co., 





tained from the Messrs. Sie 
187, Westminster Bridge- road, S.E.1. 
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series of cases which followed last winter’s epidemic 
of toxic diphtheria in Dublin. It is probable that 
the breakdown would not have occurred if the 
pulsator could have been spared for the periodical 
overhaul which is advisable for all forms of raechanical 
apparatus. 

In treating very small children it was found that a 
completely closed air circuit was not tolerated, and 
in these cases the escape valve of the apparatus was 
allowed to remain partially open. Pressures of 
0-25mm. Hg gave completely satisfactory results 
for children of four or five years of age. For the 
one adult patient treated the maximum pressure was 
35mm. Hg. On two occasions two children developed 
respiratory paralysis about the same time, and in 
this emergency (we had only one pulsator) the escape 
valve was connected to another air-bag by means of 
a hose-pipe and this belt successfully kept up respira- 
tion in the second child without disturbing the child 
already being treated in the apparatus. 

No untoward effects of any kind were seen to 
follow the use of the pulsator. It is essential that a 
nurse who understands its working should be in 
constant attendance, night and day. The rubber 
parts of the machine (bellows, air-bags, and tubes) 
are apt in time to undergo the usual degenerative 
processes, and it is therefore advisable to have 
duplicate parts in reserve. 


CASES TREATED 

Case 1.—({No. 1384/35.) Girl aged 44 years. Severe 
concurrent scarlet fever and diphtheria (faucial and laryn- 
geal). Admitted 3rd day, faucial and nasal swabs positive 
for Klebs-Léffler bacillus. Tongue stripped, 7tht; des- 
quamation, llth; left cervical abscess opened, 16th, 
and right cervical abscess, 21st; palatal paresis, 32nd ; 
right internal squint, 49th; pharyngeal paralysis, 52nd ; 
right hemiparesis diaphragm, 54th. Child then put in 
pulsator. Diaphragm functioning normally 58th when 
taken out of pulsator. Subsequent course uneventful. 

Case 2.—(No. 1410/35.) Boy aged 4. Admitted 3rd 
day with faucial diphtheria. Severe early circulatory 
failure 9th-15th, vomiting every day and only partially 
retaining glucose salines. Paralysis ‘neck muscles, 27th ; 
palatal paresis, 30th ; pharyngeal paralysis, 34th ; sudden 
complete arrest of diaphragmatic movement, 42nd, with 
acute distress. Put in pulsator with immediate relief. 
Diaphragm functioning well 46th, when pulsator treat- 
ment discontinued. Paralysis of pharynx cleared 54th, 


neck muscles 68th, and palate 69th days, Subsequent 
recovery uneventful. 
Case 3.—(No. 1543/35.) Girl aged 7. Admitted 3rd 


Very toxic faucial diphtheria with marked ‘ bull 
Hemorrhages into skin 6th day. Severe circu- 
latory failure with repeated vomiting 9th-23rd. Heart in 
gallop rhythm, 2lst-28th; palatal paresis, 24th; para- 
lysis of neck muscles, 26th; pharyngeal paralysis, 28th ; 
late circulatory failure with continuous vomiting, 37th- 
42nd day, with development of heart-block; complete 
diaphragmatic arrest, 43rd. Put in pulsator. Pharyngeal 
paralysis which had cleared on 36th, recurred 44th. 
Heart regular, 46th. Diaphragm functioning normally 48th 
and pulsator treatment discontinued, Pharyngeal paralysis 
finally cleared up 55th; left internal squint, coming on 
on 56th, cleared 71st, as did palatal paresis. Neck paralysis 
cleared 80th. Subsequent convalescence uneventful. 

Case 4.—(No. 1813/35.) Boy, aged 44. Admitted 4th 
day. Faucial diphtheria, very toxic. Paralysis of palate 
29th, neck muscles 32nd, pharynx 37th, and diaphragm 
39th day. Then put in pulsator. Severe late circulatory 
failure with gallop rhythm, 38th. Secretion of mucus 
from pharynx exceptionally profuse and postural drainage 
had to be helped by electrical suction. Child quite com- 
fortable and doing well when pulsator broke down on 
43rd day (5th day of treatment in apparatus). Asyn- 
chronous and spasmodic contraction of diaphragm with 


-s Throughout these case- notes the numerals refer to the day 
f disease. 
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accumulation of mucus in ghiigien speedily followed ly 
resumption of gallop rhythm. Death took place a few 
hours later. 

Case 5.—-(No. 1994/35.) Girl aged 5. Admitted on 
alleged 2nd day. Severe faucial and nasal diphtheria. 
Considerable faucial cedema. “ Bull neck ”’ marked, and 
skin hemorrhages profuse. Early circulatory failure, 
6th-12th ; paralysis of palate, 11th, and of neck muscles, 
25th; late circulatory failure, 39th-4lst; pharyngeal 
paralysis, 42nd. Complete diaphragmatic arrest, 50th. 
Put in pulsator. Double ptosis and left internal stra- 
bismus, 51st; pharyngeal paralysis cleared, 54th; dia- 
phragmatic movement normal, 54th. Removed from 
pulsator. Subsequent convalescence uneventful. 

Case 6.—(No. 2237/35.) Boy aged 4. Admitted 31st 
day with paralysis of palate, pharynx, neck muscles, 
right arm, leg, and diaphragm in addition to severe circu- 
latory failure. Put in pulsator on admission. Double 
ptosis, 39th; diaphragm had recovered its function on 
42nd day, but as child appeared better in pulsator the 
treatment was not discontinued, although the machine 
was stopped at intervals for treatment and examination 
of chest. Generalised paralysis gradually developed and 
hypostatic pulmonary congestion was detected on the 
45th day, when the temperature rose to 103° F. Death 
occurred next day. In spite of the condition of this child 
on admission the pulsator maintained respiration satis- 
factorily for 16 days before death —, from a 
cause other than respiratory ysis 

CasE 7.—(No. 132/36.) Boy aged 6. " Admitted 3rd day. 
Very toxic faucial and nasal diphtheria with ‘ bull neck.” 
Palatal paresis, 12th; severe circulatory failure, 17th— 
24th; left internal squint, 23rd; pharyngeal paralysis, 
33rd ; sudden complete arrest of diaphragm, 45th. Con- 
dition critical ; put in pulsator ; colour returned at once. 
Diaphragm functioning normally 50th day when pulsator 
treatment discontinued. Squint and pharyngeal para- 
lysis cleared 52nd and neck paralysis 53rd. Subsequent 
course uneventful. 

Case 8.—(No. 157/36.) Boy aged 8. Severe faucial 
and nasal diphtheria. ‘“‘ Bull neck.” Admitted 5th ; 
paralysis of palate 12th, neck muscles 15th, left external 
rectus 19th, pharynx 37th. Severe late circulatory failure 
accompanied onset of pharyngeal paralysis. Sudden 
complete arrest of diaphragmatic movement 46th. Put 
in pulsator. Diaphragm functioning normally 52nd, 
when removed from pulsator. Pharyngeal paralyis 
cleared 57th and palatal 58th; all other paralysis soon 
after. Subsequent recovery uneventful. 

Case 9.—(No. 352/36.) Girl aged 14. Very toxic 
faucial and nasal diphtheria with skin hemorrhages. 
Admitted 4th; paralysis of palate 12th, pharynx 39th. 
Complete arrest of diaphragmatic movement 42nd. Put 
in pulsator. Diaphragmatic excursion good on 47th day 
and pulsator treatment discontinued. Pharyngeal para- 
lysis cleared, 48th. Right side of diaphragm appeared 
sluggish, 50th. Pulsator applied intermittently at two- 
hourly intervals until 56th, when finally discontinued. 
Subsequent recovery uneventful. 

Case 10.—(No. 374/36.) Boy aged 7. Admitted 14th 
day with early circulatory failure and palatal paresis. 
No membrane but swab positive K.L.B. Paralysis of 
pharynx 24th, neck muscles 25th, ciliary muscle 28th. 
Complete arrest of diaphragm 35th. Put in pulsator. 
Left facial paralysis 38th. Diaphragm functioning nor- 
mally 40th. Removed from pulsator. Pharyngeal 
paralysis cleared 55th, facial 57th, ciliary 58th, neck 
muscles 59th. Subsequent recovery uneventful. 

Case 11.—(No. 782/36.) Boy aged 10. Admitted 
42nd day with severe pharyngeal, palatal, and neck para- 
lysis. Late circulatory failure of severe type developed 
next day as did a bilateral ptosis. Cardiac condition 
rapidly deteriorated and was not helped by the accumu- 
lation of pharyngeal mucus which had to be repeatedly 
aspirated by electrical means because it was too viscid 
for postural drainage to be effective. Diaphragmatic 
paralysis, 46th. Putin pulsator. Child had a very com- 
fortable day but during the night further accumulation 
of pharyngeal mucus induced a fatal syncope. This was 
a@ missed case of diphtheria admitted extensively para- 
lysed at end of his sixth week, death occurring four days 
later from cardiovascular failure. 
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Com 12.—(No. 834/36.) Man aged 30. Admitted 
5th day. Severe faucial and nasal diphtheria. ‘ Bull 
neck.”” Much poisoned. Paralysis of palate 16th and 
pharynx 17th. Early circulatory failure 14th—24th day. 
Paralysis of neck muscles, 38th. Diaphragmatic paralysis 
(complete), 40th day. Put in pulsator. Diaphragmatic 
movement normal 47th day, and pulsator treatment 
discontinued. No further respiratory paralysis. This 
man died on 61st day from a gangrenous complication. 


In addition to the foregoing cases of post- 
diphtheritic respiratory paralysis, the apparatus has 
been used with success to expand a lung collapsed 
from a chronic empyema. It has also been successful 
in restarting respiration during the reflex arrest 
which often occurs during tracheotomy. For the 
latter purpose the belt should be put on the child, 
unbuckled, before the operation is begun; when 
required it can be fastened in a few seconds and the 
current switched on by an assistant. 


CONCLUSION 


The Bragg-Paul pulsator has been employed in 
treating 12 consecutive cases of post-diphtheritic 
respiratory paralysis. In all of them it maintained 
respiration satisfactorily. In the only case in which 
death was due to respiratory paralysis the cause was 
a mechanical breakdown of the instrument after four 
days of successful treatment—an accident whose 
results could be prevented by having either a reserve 
apparatus or a complete set of spare parts. No 
interference whatsoever was caused to the routine 
management nursing and treatment of the patients, 
all of whom were nasally fed for a coexistent pharyn- 
geal paralysis while in the pulsator. The majority of 
patients treated were quite young children, but none 
raised the slightest objection to the application of 
treatment in the apparatus. They slept normally 
while having artificial respiration, and the operation 
of the pulsator in the ward did not affect the comfort 
of the other occupants. There can be no doubt that 
the introduction of this simple but ingenious apparatus 
marks a great advance in the treatment of respiratory 
paralysis following diphtheria, a condition which in 
my previous experience has always proved fatal. 
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THE very curious combination of an anemia 
similar to pernicious anemia in a patient with 
diabetes and terminating in acute myeloid leukemia 
occurred in a man aged 59. 

He first attended the out-patient department of 
Queen Mary’s Hospital for the East End on Jan. 16th, 
1935, complaining of shortness of breath on exertion 
with vague abdominal discomfort. 
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Past history.—Influenza, November, 1934, 

On examination the patient was a stoutly built man, 
weighing 12st. 6lb. He had a pale, waxy colour, the 
conjunctive being slightly tinged with yellow. The heart 
was normal; blood pressure 136/84 mm. Hg; arteries 
soft. Tongue pale and moist. Abdomen protuberant ; 
spleen not palpable. The nervous system was normal ; 
all reflexes normal and no sensory changes. Pupils 
normal; discs pale, otherwise normal. 

Sugar was present in the urine and the fasting blood- 
sugar was 226 mg. per 100 c.cm. 


TREATMENT AND PROGRESS 


The Table gives the results of the blood examinations. 
On reference to Jan. 16th it will be seen that the blood 
count suggested a diagnosis of pernicious anemia. This 


response to treatment. The white cells increased and the 
reticulocytes were about 3 per cent. On March 7th 
the colour-index became below 1, and the red cells increased 
in number, Unfortunately the patient discharged himself 
on March 9th although the blood count was less satisfactory. 

He attended the out-patient department and on April 2nd 
10 per cent. myeloblasts were found with 4:3 per cent. 
reticulocytes. These findings suggested great stimulation 
of the myeloid tissue. In April his condition became 
worse and he was readmitted. On May 10th a blood 
transfusion of 600 c.cm. was given and the blood count 
on May 14th showed some improvement, the hemoglobin 
rising from 34 per cent. to 44 per cent. On May 18th 
he was given injections of Campolon, 2 c¢.cm. daily, and 
on May 20th the blood count showed some improvement. 
The colour-index was now below 1, and the white cells 


TABLE OF BLOOD COUNTS 











White blood-cells, 

















| 
ae wo | aad 4 
Normo- 0- L =2 
Date, |R-B.C. blasts | blasts Hb. (1 Normal. Abnormal, 2 E~ 
? Gtis: ) (per 100\(per ry % ns 5 =8 
W.B.C.)'W.B.C.) | Total. E \<s82 gf 
Poly. Lymph. Mono. Eosin.| Baso. pon a © Ss ° 
Jan. 16th 2-76 0 0 58 1-09 2,100 814 1,306 - oe ne - ie + +4 4 10 
Feb 8th | 2-77 1 0 59 1-07 2,200 616 1,408 176 ee ° + + os 
» 19th | 2-49 4 0 52 1-06 3,200 1,120 1,920 160 . + + 
» 22nd} 26 3 0 56 1-08 2,400 864 1,296 240 , + + aa 
»» 28th | 2-36 4 3 52 | 1-1 2,400 336 | 1,584 456 24 rin 4 we 
Mar. 6th § 2-64 10 11 55 | 1-06 3,800 760 2,888 152 ° + 3 
- ith | 2-91 12 14 56 0-97 | 3,000 540 2,280 180 Slight. 5 
oe 9th | 2-61 ++ ++ 58 | 1-1 4,000 1,240 2,720 40 + + 1-2 
» 28th | 3-09 ++ ++ 52. 0-85) 4,400 792 | 3,300 308 - a + 4 
April 2nd | 3-31 12 8 55 | 0-81) 5,100 1,630 | 2,400 510 50 510; + 4 4:3 
16th | 1-94 ++ ++ | 34/09 | 7,600 1,520 | 4,790 | 380 4 tA 910, + se 
May lathe 2-36 + + 44 0-92 9,000 1,260 5,580 270 90 1,350 450 + 
» 20th | 2-81 ++ ++ 50) 09 | 9,600 2,200 5,760 480 - 1,150 pe + 
»» 26th | 2-4 ++ ++ 42 | 0-87| 12,200 3,170 | 6,100 730 2,200 ee + + 
June 3rd | 2-22 Few. Few. 38 | 0-86) 20,200 7,070 | 12,120 400 200 400 + + 
9 7th | 1-95 ” ” 30 0-77 | 32,800 4,600 | 21,650 3,280 1,350 — + + 
a 12th*| 2-07 ee - 36 09 | 25,600 pe | acl spe ne - | ae : 
»» 2let | 1-72 0 0 32 | 0-94| 60,000 9,000 |15,000 1,200 ee a Ste 800 + + 
» 29th | 1-73 2 0 20 | 06 | 368,000 36,800 (11,040 3,700 11,040 202,400 103, 600 + + 
* Following blood transfusion. 
diagnosis with that of diabetes mellitus was made provi- were definitely increasing in number. On May 26th the 


sionally. The patient was admitted on Feb. 7th, 1935, 
and given a Lawrence 7-line diet. The blood count on 
Feb. 8th showed a very definite leucopenia with relative 
lymphocytosis. To our surprise a fractional test-meal 
on Feb. 12th showed a normal curve for free and total 
acidity. A glucose-tolerance test performed on Feb. 8th 
was as follows :— 





Urine. 
Blood-sugar. 
Sugar. | Acetone. 
Mg. per 100 c.cm. 
Fasting 190 os Trace, Trace, 
252 ee ee ++ | + 
After 50 g. | 300 ee ee + + 
glucose. | 313 ee ee ee Trace, 
350 ee ee ++ » 


This was a typical diabetic curve, and the patient was 
given an 8-line Lawrence diet and 5 units of insulin twice 
intheday. In view of the fractional test-meal of Feb. 12th 
we decided to repeat it on Feb. 21st, but the results failed 
to show achlorhydria. 

It was decided that, in spite of the absence of achlor- 
hydria, the patient should be treated as a case of pernicious 
anzmia and diabetes mellitus. He was given liver extract 
equivalent to half a pound of liver per day and a mixture 
containing iron and arsenic. The blood counts on 
Feb. 19th and 22nd showed no change. In the meantime 
the diabetic condition improved and the urine became 
sugar-free and a fasting blood-sugar was 191 mg. per 
100 c.cm. 

On Feb. 28th megaloblasts and normoblasts were found. 
Since there was no reaction to liver treatment he was given 
hog’s stomach (1 drachm thrice a day) and intravenous 
Hepatex. The blood count on March 6th showed some 


red cells showed no change but the white cells were up to 
12,000. On June 7th only a few nucleated reds were seen, 
but the white cells were now 32,800, including myelocytes 
and myeloblasts. On June llth the white cells were 
reduced to 25,000, but on June 14th the patient developed 
large septic areas on the face and chin, and the spleen 
was found to be just palpable. A week later there was 
obviously no red response and the white cells showed an 
enormous increase to 60,000. The spleen continued to 
increase in size. On June 29th it was obvious that the 
patient’s condition was hopeless. The number of white 
cells was 305,440 with 83 per cent. abnormals (myelocytes 
55 per cent. and myeloblasts 28 per cent.). The patient 
died on July 3rd. 


POST-MORTEM EXAMINATION 


A complete autopsy was not obtainable, but the 
spleen and marrow were examined with the following 
results :— 


Spleen.—Macroscopic appearances: About three times 
the normal size (500g.). Grey and firm with thickened 
capsule. On section the pulp was firm and fairly homo- 
geneous with general infiltration. The Malpighian bodies 
were indistinguishable and no infarcts were present. 

Microscopic appearances: Malpighian bodies were few 
and widely separated. The sinuses were large and 
numerous, being engorged with all types of myeloid cells, 
myeloblasts preponderating. Myelocytes were also 
numerous and polymorphs and metamyelocytes were 
present in smaller numbers (hematoxylin and eosin, 
and Jenner). Considerable hyperplasia of the reticulo- 
endothelial elements were noted. Free iron was present 


in large amounts, especially towards the periphery and 
in the subcapsular area. 

Bone-marrow was extracted from arib. Great reduction 
Myelocytes and myeloblasts in 


in fat; red and cellular. 
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enormous numbers. A few normoblasts were also to be is the absence of enlarged glands, and of enlarged 


seen. 
COMMENTS 

The interest of this case lies, first, in the presence 
initially of two diseases, diabetes mellitus, and what 
was thought might be pernicious anemia—from the 
blood picture and clinical appearances ; the former 
was rapidly brought under control. Secondly, the 
absence of achlorhydria made us question our first 
diagnosis of pernicious anzmia. 

We regard this as being an exception to the rule 
in so far as the blood pictures up to the end of March, 
1935, were those of pernicious anemia. Wilkinson * 
reported 5 cases of pernicious anemia out of a 
series of 208 in which free acid was present. Unfor- 
tunately in our case no halometer readings of the 
red cells were taken but they were definitely large. 
The fact that on the whole there was so little reaction 
to treatment with preparations of known efficiency 
suggests change to an aplastic state. This applies 
equally to blood transfusion. 

The question arises as to whether the initial stages 
of this disease represented an aleukemic phase of 
myelogenous leukemia. In favour of this are the 
anemia, the relative lymphocytosis, and the presence 
of free acid in the stomach. Against this, however, 


spleen except at the end of the illness. The spleen 
even then showed only a moderate increase in size 
and that when any aleukzmic stage had been passed. 
Moreover, the commonest variety of aleukzemic 
leukemia is believed to be the lymphatic type 
(Pinkus?). Again, assuming the aleukemia to 
represent a state of marrow exhaustion following 
over-stimulation, it is surprising that the terminal 
leucocytic reactions were so definite. Gradwohl 
states, however, that aleukemic conditions 
may be temporary or may change into manifest 
leukzmia. 

The chief sign pointing to chronic myelogenous 
leukemia—the enlarged spleen—was absent until 
the final stage, whereas this is usually the first finding 
that leads to a blood examination. The duration of 
the condition and early blood pictures rule out the 
condition as being an ordinary acute myelogenous 
leukemia from the beginning. The final moderate 
splenic enlargement is in keeping with this condition. 
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TuIs somewhat rare type of anemia has been much 
discussed of late years and some have doubted whether 
it is a separate clinical entity. Lederer? first drew 
attention to a condition which he called “ acute 
hemolytic anemia’ in which there was definite 
evidence of blood destruction of unknown etiology 
and a liability to a fatal issue in the absence of blood 
transfusion. Since then the subject has been 
extensively reviewed by O’Donoghue and Witts? 
and more recently by Parsons and Hawksley * who 


have discussed the condition as it occurs in children. 
Joules and Mastermann‘* and Lovibond® have 
recorded what they considered were additional 
cases. In all, approximately 50 cases of so-called 
acute hemolytic anemia have been noted. Lescher 
and Hubble (quoted by Parsons and Hawksley) 
and Janet Vaughan * suggest that the unexplained 
hemolytic anzemias and acholuric jaundice all form 
part of a group having many features in common but 
varying from each other in the acuteness of onset, 
severity, and response to treatment. It is generally 
agreed and emphasised that detailed reporting of 
these cases is essential for their ultimate correct 
classification and grouping. 

The patient, a boy of 7, had been quite well until 
April 21st, 1936, when his mother noticed that he had a 
“rash ” on his knees and was rather pale. Next morning 
he fainted on the stairs when coming down for breakfast. 
He was put back to bed, and during the next forty-eight 
hours complained of headache, was irritable, and vomited 
frequently. He was delirious at times. His only previous 
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illness was uncomplicated measles when aged 4. He was 
admitted to Booth Hall Hospital on April 24th, 1936, 
with a provisional diagnosis of “‘ meningitis.” The tem- 
perature was 101-4° F., with pulse-rate 130 and respira- 
tions 26. He was well nourished but of café-au-lait colour, 
and his conjunctive had a subicteric tinge. Subcuticular 
mottling was present over the wrist, elbow, and knee- 
joints. There was no enlargement of lymph glands, liver, 
or spleen. The gums and fauces were pale and clean. 
The heart was regular, and there was a systolic bruit 
loudest basally but heard over the whole precordium. 
The patient was stuporose but when roused was noisily 
irritable. Apart from Kernig’s sign no definite central 
nervous system abnormality was detected, and the cerebro- 
spinal fluid was found to be normal. 

An attempt by the clinicians to make a preliminary 
blood examination was abandoned owing to the rapid and 
obvious naked-eye auto-agglutination which occurred with 
each drop of blood. The auto-agglutination was typical, 
in that it disappeared at body temperature and reappeared 
in the cold; a blood count could only be carried out by 
warming the pipettes and the counting chambers. A 
blood count on April 26th gave the following result : 
red cells, 1,120,000; hzmoglobin, 28 per cent.; colour- 
index, 1:8; leucocytes, 72,000 (58 per cent. polymorphs 
and 34 per cent. lymphocytes). A diagnosis of acute 
hemolytic anemia was made. On April 28th the red 
cells had dropped to 950,000, and the patient was clinically 
worse. A transfusion of 16 oz. of citrated blood was 
given on the 29th. No other special treatment was given 
before or after the transfusion, and recovery was rapid 
and uncomplicated. The reticulocytes, which imme- 
diately before the transfusion formed 43-5 per cent. of the 
red cells, gradually dropped to 2 per cent., and the leuco- 
cytes decreased from 41,000 to 6000 in three days. The 
temperature which had ranged between 99° and 101-4° 
settled within six hours of the transfusion and remained 
normal, 

In addition to the blood findings shown in the accom- 
panying Table the following investigations were carried 
out on April 28th: van den Bergh—direct test weak 
delayed positive, indirect test positive; the serum con- 
tained one unit of bilirubin; blood culture negative ; 
Wassermann reaction negative ; fractional gastric analysis 
showed free HCl. The red cell fragility, estimated on 
washed red cells obtained from a vein, using the technique 
described by Whitby and Britton,’ was within normal 
limits; hemolysis commenced in 0-44 per cent. NaCl, 
and was complete in 0-34 per cent. A repeat of this test on 
Oct. 6th—i.e., five months later—gave the same reading. 

Although there was nothing in the family history to 
suggest acholuric jaundice it was considered advisable to 
carry out blood examinations on the boy’s parents. 
The mother, who had five healthy children, had a severe 
hypochromic anzmia (red cells 4,420,000 per c.mm. ; 
Hb, 45 per cent. of normal; and colour-index, 0-5). She 
stated that she had been treated for syphilis for three 
years. The father had practically a normal blood count 
and picture. The red cell fragility test in each case, 
carried out by the technique referred to above, gave 
results within normal limits, and the Wassermann and 
van den Bergh reactions on both sera were negative. 





For inclusion in this group of anzemias a case must 
have certain definite features—viz., an acute onset, 
clear evidence of hemolysis, no evidence of bacterial 
infection, and signs of active blood regeneration. 
The salient features of the case recorded above are : 
(1) the very acute onset, (2) the pyrexia, (3) the 
rapidly progressive anemia, (4) the evidence of 
hemolysis as shown by the typical skin coloration 
and the positive van den Bergh reaction, (5) the 
high reticulocytosis and the presence of normoblasts 
and megaloblasts indicating active erythropoiesis, 
(6) the negative blood culture and absence of any 
discoverable form of infection, and (7) the complete 
arrest of the hemolytic process by a single blood 
transfusion. 

The diseases coming under consideration in the 
differential diagnosis are acute leukemia, infective 
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endocarditis, atypical pernicious anzmia, and acholuric 
jaundice. The various investigations and _ the 
progress of the case serve to eliminate the first three. 
The negative family and personal history, the absence 
of splenic enlargement, the normal red cell fragility, 
and the response to treatment tend to the exclusion 
of acholuric jaundice as a diagnosis. We conclude 
that the condition is an example of the acute hamo- 
lytic anemia of Lederer. 

We wish to thank Dr. J. D’Ewart, medical superinten- 
dent of Booth Hall Hospital, for permission to publish 
this case. 
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ACUTE PERFORATIVE APPENDICITIS IN 
AN INFANT OF TWENTY DAYS 


By RoLtanp W. Joun, M.R.C.S. Eng. 
DEMONSTRATOR IN PATHOLOGY AND BACTERIOLOGY, THE 
WELSH NATIONAL SCHOOL OF MEDICINE, CARDIFF 


A PREMATURE (seven months) girl twin, aged 16 
days, was admitted to the Cardiff Royal Infirmary 
on Jan. 15th, 1936, with a history of difficulty in 
taking the feeds for two days and vomiting for 
one day. 

The baby had been fed on a milk mixture the exact 
composition of which was not ascertained. She was 
slightly jaundiced and very emaciated. Her weight was 
2 Ib. 15 oz., whereas at birth it had been 3 Ib. 8 oz. After 
admission she was put on feeds of expressed human milk 
but her condition did not improve, and three days later 
she developed severe mele#na. This was treated with 
horse serum and whole blood from another mother (the 
blood of the child’s own mother was not available) but 
failed to respond. The general condition of the child 
grew gradually worse and she died on the day after the 
onset of the melena. On no occasion did the rectal 
temperature rise above 98° F., and no abnormal physical 
signs were found in the abdomen. 

At the post-mortem examination acute gangrenous 
appendicitis was found. The appendix was embedded 
in a mass of fibrinous adhesions. Its distal two-thirds 
was inflamed and its tip gangrenous and perforated. 
There was also general peritonitis. The lungs showed a 
patchy congestion suggestive of early broncho-pneumonia, 
but on microscopical examination there was hemorrhage 
into the lung tissue and no inflammatory reaction. 
There were slight degenerative changes in the proximal 
convoluted tubules of the kidneys and some fatty degenera- 
tion of the liver. The other organs were normal. 

Acute appendicitis under the age of three months 
is very rare. Marinan! records a case in a female of 
five months and gives a short survey of the literature. 
He quotes Fraser? who found but 3 infants under 
one year of age in a series of 500 consecutive cases 
and also Abt* who, in collecting the records of 70 
cases in children under two years of age, found only 
20 in infants under three months. Werthmann ‘ 
describes the occurrence of acute appendicitis in a 
child of seven months and Coleman ® records a case 
in an infant of five months. Rivarola* describes 
a case of hernial appendicitis occurring in a male 
aged forty-five days and similar cases are described 
by Pope’ and Ham ® at twenty-one and twelve 
days of age respectively. Kiimmell*® found acute 
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appendicitis in an infant twenty-four hours old and 
Jackson !° and Hill and Masson" record cases of 
prenatal appendicitis. 

In the present case the melzna was a misleading 
feature which, with the absence of both physical 
signs in the abdomen and pyrexia, suggested, not- 
withstanding the age of the child, a possible diagnosis 
of melena neonatorum. Further support for this 
diagnosis appeared to be afforded by the fact that 
the twin brother was admitted to hospital at the 
same time as his sister on account of a sudden 
hematemesis. Although the hzematemesis did not 
recur and his condition seemed fairly good the 
brother suddenly collapsed and died five days after 
his sister. At autopsy extensive broncho-pneumonia 
was found and confirmed histologically. Thus it 
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appears likely that the melzna in the one case and the 
hzematemesis in the other were secondary phenomena 
associated with the toxemia from which both the 
children were suffering. 


I am much indebted to Dr. A. G. Watkins for permis- 
sion to record this case and also for supplying me with 
the clinical history. 
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For his presidential address to this society on 
Oct. 30th Dr. Ernest Warp, being the first tuber- 
culosis officer to hold this position, naturally took 
for his subject 

Tuberculosis 


It was, he said, his impression that his branch of th® 
public health service was not more static than other 
branches of the service, but it was nevertheless high 
time to review achievements in the light of experience 
and to make such changes as may be indicated. 
Of the two problems with which they were faced, the 
smaller was the prevention of tuberculosis of bovine 
origin ; 2000 to 2500 persons die annually from this 
form of tuberculosis and perhaps double that number 
are crippled or made seriously ill. The solution was 
easy, although there were serious difficulties in the 
way. Pending the detuberculisation of our dairy 
herds, this form of disease could be prevented by 
pasteurisation of the milk before delivery, or, where 
that was impossible, boiling the milk before use. 
Incidentally, these steps would also prevent abortus 
infection and the numerous epidemics (100 since 1903) 
traceable to milk. 

The prevention of tuberculosis of human origin 
presented far greater, if not insuperable, difficulties. 
A statistical investigation by the L.C.C. disclosed 
that some. 15 per cent. of cases of tuberculosis had 
been in contact with a known source of infection ; 
Dr. Peter Edwards had given 25 per cent. While it 
could not perhaps be fairly argued that as high a 
percentage of the exposed as of the unexposed derived 
their infection from unknown sources, yet it was 
fair to conclude that only some 10 per cent. of 
patients are infected from a known source and 90 per 
cent. from unknown sources. It was difficult enough 
completely to prevent small-pox and diphtheria even 
though the great majority of cases were infected from 
known sources. It was, he thought, not too late to 
enlist the aid of the general practitioner, asking him 
to draw attention to a larger number of coughing or 
debilitated individuals in whom an infective tuber- 
culosis might then be discovered or excluded by 
radiography. Another line of approach, said Dr. Ward, 
was through the investigation of contacts. Since the 
adoption of the dispensary system, attention had 
mainly been concentrated on the children of the 
affected household. They are the most accessible, 
they provide the easiest figures, and we have been 
obsessed too much with the idea that tuberculosis 


begins in childhood and that, therefore, the more 
meticulously we search the children and the more 
elaborate becomes our technique in that regard, the 
more possible victims we shall save by appropriate 
treatment. He did not think that such efforts 
necessarily prevented the development of tuber- 
culosis even in those children some ten to twenty 
years later, and they certainly had no influence 
whatever on the more certain prevention of disease 
by the discovery of sources of infection. The 
attention of tuberculosis officers should be con- 
centrated rather on the adults and adolescents of 
tuberculous households. Some 40 per cent. of these 
contacts would, he believed, submit to radiography, 
but only 10 per cent. to a complete investigation. 
Too much pressure to undergo investigation would 
make it more difficult to maintain observation both 
upon the household concerned and upon other house- 
holds in the vicinity. 

If a contact complained of nothing and the skiagram 
was negative, he might be declared, for the moment, 
free from tuberculosis. It did not, of course, follow 
that that person would always be free from tuber- 
culosis. It would be quite impossible to radiograph 
the adult contact population every three months, 
every six months, or even annually, but it would be 
a great advance to secure the radiographic examina- 
tion of the majority of adult contacts on one occasion, 
then to await a further examination until for some 
reason, however trivial, ill-health was suspected. 
Such steps as these would not suddenly eliminate 
tuberculosis, but they would be a definite advance. 
Prevention was infinitely more important than treat- 
ment and would be found easier to attain. Com- 
paratively little could be done by attempting to 
prevent the development of disease in possibly 
infected individuals, much by controlling sources of 
infection. The ideal preventive measure which we 
all would welcome was preventive inoculation. 
Treatment and prevention by tuberculin injections 
in one form or another had been intermittently 
advocated and practised for fifty years, and we still 
awaited reasonable proof of its efficiency. A short- 
lived immunity had been obtained in cattle, but it 
was both uncertain and short-lived, and patients 
apparently cured by tuberculin might still die of 
tuberculosis, 

The form of immunity to which most of us owed 
our lives was not acquired but congenital. Most of 
those with experience of tuberculosis would agree 
that some 75 per cent. of the population had a high 
resistance to the disease, 20 per cent. possessed a 
weaker resistance, and 5 per cent. were more or less 
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vulnerable. It was from this last 5 per cent. that 
sanatoria and hospitals were mainly filled, though a 
certain number of the 20 per cent. might also suffer. 
What, Dr. Ward asked, is the difference between 
these groups? A practical answer to that question 
would be the greatest public health advance yet 
achieved. The disparity was probably due to some 
chemical difference between the groups, the presence 
in the immune of minute quantities of some substance. 
A store might be present at birth in the immune, but 
it was more likely that they possessed the power to 
manufacture it and that this power might be enhanced 
by the various outside influences which are known 
to assist the cure of tuberculosis, and diminished by 
conditions favourable to the development of the 
disease. The chemistry of immunity had not gone 
very far, but Dr. A.W. Downie had found that some 
mice could be immunised against pneumonia by 
partial antigens and some could not. In those not 
immunised the antigen was still present in the blood, 
in the immunised it. had disappeared ; there was a 
congenital difference in the ability to utilise antigen. 
Research on similar lines might ultimately give us 
the power both to influence profoundly susceptibility 
to infection and to treat successfully an infection 
already present. 

Dr. Ward concluded his address with some remarks 
on treatment, orthodox and otherwise. 





LIVERPOOL MEDICAL INSTITUTION 





AT a meeting of this institution held on Oct. 15th, 
with Mr. G. C. E. Simpson, the president, in the chair, 
a paper on 

Local and Splanchnic Anesthesia in Gastric 
Surgery 
was read by Mr. F. Ronatp Epwarps. For many 
years, he said, continental surgeons had performed 
gastric operations under local anesthesia, but in 
this country serious attempts to utilise it had only 
recently been made. The advantages of its use 
were that shock was minimal and that operations 
could be performed on patients who were poor 
operative risks. The three conditions necessary for 
the complete anesthesia of an abdominal field were : 
(1) complete narcosis, (2) absolute muscular relaxa- 
tion, and (3) the interruption of sensory nerve 
stimuli passing from the viscera to the central 
nervous system—i.e., the operative field should 
be completely isolated. In the technique used by 
Finsterer of Vienna for gastric operations under 
local anesthesia a novocain field block was produced, 
after which novocain was injected into the splanchnic 
plexus. Mr. Edwards had now used this type of 
analgesia in 46 cases of varying pathology and 
procedure. He had noted a fall of blood pressure 
after the splanchnic injection, due to vasodilatation, 
but found that the pressure then rose gradually 
until at the end of the operation it was normal again, 
indicating that shock was minimal. The pulse-rate 
usually remained the same throughout; the ward 
temperature and pulse charts usually showed little 
sign that operation had taken place, even though 
extensive gastrectomies had been performed. In 
the surgical treatment of hematemesis from gastric 
ulcer the mortality-rate of operation had been 
reduced to 17 per cent. when local and splanchnic 
anesthesia was employed—a figure that compared 
favourably with a 63 per cent. mortality in cases 
treated medically (patients over 45). Respiratory 
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complications were absent even though 14 patients 
in this series were over sixty years of age, and 6 over 
seventy. A slight tendency to the development of 
ileus was noted, but this condition responded to 
treatment. Mr. Edwards concluded that splanchnic 
anzsthesia was the anesthetic of choice for gastric 
operations on debilitated patients, for hamatemesis, 
and for operations on the aged. For routine anes- 
thesia it compared very favourably with inhalational 
anesthesia, and he was now using it in all gastric 
cases. 

Mr. C. ALEX, WELLS said he had adopted the method 
at the beginning of the year, and had employed it 
in some 35 cases. Most of these had had gastrectomy 
for gastric ulcer, duodenal ulcer, or hour-glass stomach. 
They included 3 cases of gastrojejunal ulcer, 1 of 
gastrojejunocolic fistula, cases of carcinoma of the 
stomach, and two or three gall-bladder cases, in one 
of which recovery would scarcely have been possible 
under any form of inhalational anesthesia. The 
supplementary use of gas-and-oxygen could, he 
thought, be avoided in one of two ways. Either 
adrenaline solution (1 drop to 10 ¢.cm.) might be 
added to the novocain solution, or quinine and urea 
hydrochloride might be used with it. The latter 
course was, he thought, not without its dangers, 
for in 5 of his cases serious aseptic necrosis had 
developed in the abdominal wall after the injections 
of solutions containing quinine and urea hydro- 
chloride, although these had been made up with double 
distilled water and prepared and sterilised with 
unusual care. Prof. W. J. Dilling was at present 
investigating the cause of the necrosis ; the explana- 
tion might also throw light on the delayed union, 
with or without necrosis, that occasionally followed 
the use of local anesthesia for other purposes. Recently, 
Mr. Wells said, he had been using Novutox, a pro- 
prietary product containing a small percentage of a 
quinine compound, and had had no trouble at all 
with this drug. He employed a 2 per cent. solution 
diluted to } per cent. with sterile water, both for 
the abdominal wall and the deep splanchnic infiltra- 
tion. For pre-medication he injected hyoscine 
gr. 1/100 with omnopon gr. 2/3, followed by omnopon 
gr. 1/3 if required. With this preparation the patient 
usually slept through the operation, but he found 
that amnesia was not so complete as that which 
Mr. Edwards had described, although his own dose of 
hyoscine (which was supposed to have the amnesic 
effect) was larger. The post-operative course had 
in general been very smooth and the ward sisters, 
who were generally reliable critics, had been favour- 
ably disposed towards this method of anzsthesia 
except during the black period when necrosis occurred. 
Chest complications were never serious, but in this 
respect he had been less fortunate than Mr. Edwards, 
since he commonly noted sharp exacerbation of 
a pre-existing bronchitis. There had been no single 
case of serious post-operative pneumonia. With 
all the solutions containing quinine compounds 
there seemed to be a tendency to a temperature rise 
of one or two points for a day or two after operation, 
but with the plain novocain solutions the temperature 
usually remained under 99°F. A tendency to ileus 
had been noted, but it always responded to injections 
of pituitrin, eserine, and acetylcholine. This com- 
plication did not seem to be any more troublesome 
than in cases operated upon under general anzsthesia. 


Mr. J. B. OtpuHam, while agreeing that it was 
necessary to dull the consciousness of the patient, 
felt that the use of large doses of morphia and hyoscine 
to attain this end was dangerous; he preferred to 
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give only a small dose of morphia and to administer 
oxygen and a minimal amount of nitrous oxide 
throughout the operation. The striking freedom 
from chest complications reported by Mr. Edwards 
was contrary to the general experience that there 
was little to choose between inhalational, spinal, or 
regional anesthesia in preventing this post-operative 
worry. 

Dr. C. Atston HuGuHes said that just as abdominal 
surgeons were aiming at anzsthetising organs in the 
upper abdomen by infiltration of the splanchnic 
ganglia, ophthalmic surgeons in recent years had 
secured gratifying immobility and insensibility for 
intra-ocular operations by bathing the nerve junctions 
at the ciliary ganglia with local anesthetic. No 
matter how inflamed and painful an eye might be, 
a retrobulbar injection of le.cm. of 2 per cent. 
Planocain around the ciliary ganglion would, after 
a wait of full five minutes, allow without any pre- 
medication the commencement of a painless operation 
on a conscious patient’s eye. 
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On Oct. 14th Dr. T. H. OLiver delivered his 
presidential address on the 
Differentiation of the Glycosurias 
Statistics, he said, showed that although insulin has 
increased the expectation of life of diabetes by some 
34 years, this improvement was confined to the 


younger patients. After the age of 55 the mortality 
remained the same as prior to 1922. Clinical experi- 
ence also showed a considerable number of cases in 
which there had been little or no benefit from insulin ; 
but this could not be expected to act in cases in which 
the glycosuria is not due to an islet deficiency. For 
accurate prognosis and treatment a much greater 
differentiation of the cases was necessary. Cases 
might be classified into: (1) Those in which there 
is an increased mobilisation of carbohydrates and 
fats from the storehouses: in this group the central 
nervous system, pituitary, and thyroid are the 
primary causes. (2) Those in which there is a defect 
in the islet tissue: in this group there is often a 
history of increased obesity immediately prior to 
the onset of the disease. (3) Those in which the 
primary defect is in the liver—cases associated with 
gout, cholecystitis, pernicious anemia, and hemo- 
chromatosis. (4) Those in which an unknown factor, 
which enables the muscles to utilise sugar, is missing. 
This last group was commanly associated with 
arterio-sclerosis and in these patients hypoglycemia 
after insulin was not produced by exercise ; when it 
did occur it was due to over-storage. Here the renal 
threshold was often high and was probably a con- 
servative process, as a high blood-sugar was n 
for such persons. It was essential therefore to 
differentiate between the optimum and the so-called 
normal blood-sugar level. Any attempt to reduce 
the blood-sugar to the region of 0-1 per cent. might 
make these patients ill and the results of treatment 
must be judged not by a laboratory ideal but by 
the clinical improvement attained. 
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The Last Thirty Years in Public Health 


By Sir ARTHUR NEWSHOLME, K.C.B., M.D., F.R.C.P. 
London: George Allen and Unwin Ltd. 1936. 
Pp. 410. 15s. 


In an earlier volume, reviewed in a leading article 
(1935, i., 997), Sir Arthur Newsholme brought the 
story of his life-work up to the year 1908, when from 
local administration he proceeded to Whitehall as 
head of the public health service. The present 
volume continues the account of his pilgrimage 
during the subsequent years. It is divided into three 
parts. The first deals with his experiences in central 
administration from 1908 to 1919—a period of 
unparalleled progress in British preventive medicine. 
It was in this period that, on Newsholme’s initiative, 
anti-tuberculosis and maternity and child welfare 
activities, which had hitherto been carried on as 
isolated local efforts, became national health services 
stimulated from the centre by skilled guidance and 
by large Treasury subsidies. In 1916, on the appear- 
ance of the report of the Royal Commission on 
Venereal Diseases, Newsholme secured the prompt 
adoption of practically all the commission’s recom- 
mendations, and within a few months the Local 
Government Board issued regulations imposing on 
local authorities the obligation of providing a com- 
plete and gratuitous system of treatment of venereal 
disease. This important public service, which alone 
would entitle the author to a permanent place in 
the history of preventive medicine, was effected by 
the remarkable strategy described on p. 157. Coming 
to Whitehall with many years’ experience as a medical 
officer of health, Newsholme was in a unique position 
to compare the methods of local and central adminis- 
tration; and his discussion of the proper inter- 
relation of technical and administrative staffs is full 


of instruction to all who are concerned, whether at 
the centre or in local areas, with the governance 
of men. 

In 1919, on his retirement from the public service, 
Newsholme was invited by Dr. W. H. Welch to give 
a course of lectures on public health administration 
in the new school of hygiene of the Johns Hopkins 
University. The next five years were spent chiefly 
in the United States, and the second part of the book 
is devoted to this period, which was one of extensive 
travelling and much public speaking. His reputa- 
tion had long preceded him, and his counsel was 
widely sought. He met all the leading figures in 
American medicine and social work, and by his 
writings and oral teaching he exercised a profound 
influence on the development of public health in 
America. This part of the book, with its lucid account 
of the conditions and difficulties amid which health 
work is making remarkable progress in the United 
States, and of the outstanding personalities taking 
part in the work, is full of interest to health workers 
in whatever part of the world they may be engaged. 

The third part is devoted to the increasing socialisa- 
tion of medicine—a subject to which Newsholme 
had long given much thought, especially in preparing 
his evidence for the Poor Law Commission in 1908, 
and in his connexion with the tumultuous events 
following the introduction, three years later, of the 
National Insurance Bill. In 1929 he began an 
inquiry for the Milbank Memorial Fund into the 
relation of public and private medicine in many 
European countries, the results of which are embodied 
in four volumes that are indispensable to all seeking 
to ascertain the right position of the doctor in a 
modern community. The inquiry concluded with a 
tour in Russia in 1932 with Mr. J. A. Kingsbury, 
LL.D., then secretary of the Fund, and the 
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publication in 1933 of a joint description of the health 
conditions observed during the tour in ‘‘ Red Medicine,” 
a book that has caused much controversy in America. 

After a penetrating analysis of the problems of 
socialised medicine the present volume closes with 
an epilogue of confident optimism; and the reader 
as he draws to its end can but be thankful that the 
author has been spared to complete this record of 
devoted public service, extending long past the age 
when most men feel entitled to retire to a leisured 
Lebensabend. The book teaches much about health 
and social welfare. But that is not all. From it 
ean also be learnt how great a thing a man may 
make of his life. 





Practitioners’ Library of Medicine and 
Surgery 
Vol. X. Dermatology and Syphilology. Editor: 


GEORGE BiumerR, M.D., David P. Smith Clinical 
Professor of Medicine, Yale University, School 
of Medicine. Associate Editor: C. Guy Lanz, 
M.D., Instructor in Dermatology and Syphilology, 

Harvard Medical School. London: D. Appleton- 

Century Co. 1936. Pp. 1043. In sets only. 

£2 10s. per volume. 

THIRTEEN contributors have made _ themselves 
responsible for this section of the Practitioners’ 
Library, which cannot be purchased separately. It 
deals in 12 chapters with the dermatoses proper and a 
thirteenth one of about 200 pages is devoted to syphilis 
in its osseous, vascular, neural, and congenital forms, 

The first chapter is of a general nature ; pathology, 
diagnosis, and treatment are surveyed and much 
information is tabulated in columns—a method of 
presentation which may aid the lecturer but throws 
a heavy strain upon the learner’s memory. An 
example is the table of “distribution by sites” 
(p. 45), containing no less than three and a half 
pages of double column tables of (a) the common and 
(6) the less common dermatological conditions in the 
various regions. A reference to the technique of 
** tissue biopsy ” to p. 56 (given on p. 58) is apparently 
erroneous, for no such description can there be found. 
On pp. 60-61 is an alphabetical list of the various 
drugs given per os for the relief of cutaneous disease ; 
it is followed by those given intravenously, sub- 
cutaneously, and intramuscularly. No distinction 
is made between dermatitis and eczema, except that 
the former is regarded as being due to an external 
cause or causes, and subsides when the cause is 
removed. Some 50 pages are devoted to a discussion 
of the various forms and causes of dermatitis, such as 
light, heat, cold, X rays, and so forth, and the increas- 
ingly numerous types of drug eruptions, externally 
applied. A table of percentage concentrations with 
which no reaction is obtained in the normal skin will be 
found of value (p. 335), when patch tests are under- 
taken. The various plants in the U.S.A. which may 
give rise to dermatitis ir susceptible persons are tabu- 
latedin alphabetical order. To the experienced observer 
it would seem that in course of time the list may be 
indefinitely extended and that there is hardly a plant 
which is not potentially capable of exciting epidermic 
reaction in the susceptible person. 

The concluding section on the Wassermann-fast 
patient is noteworthy. A study of this section 
reveals the highly complex problems which are 
involved and seems to establish the claims of those 
who favour continuous as opposed to intermittent or 
lapsing treatment of the disease in its early stages. 
Questions on the supervention of neurosyphilis at a 
later date and the all-important problem of marriage 
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are discussed in detail, and the arguments will put 
the practitioner in possession of enough information 
to enable him to understand the difficulties, and to form 
a judgment in most of the perplexing contingencies 
that may arise. 

Throughout the volume there is a generous alloca- 
tion of half-tone illustrations, diagrammatic and from 
photographs. Its value as a text-book is question- 
able, but as a work of reference, forming an integral 
part of a series of volumes dealing rather in the 
manner of an encyclopedia with the whole subject 
of medicine, it will be welcomed. 


Microscopische Methoden in der Microchemie 
By Lupwic Korter, Dr. Phil. et Med., Professor 
and Director of the Pharmacognostic Institute of 
the University of Innsbruck; and ADELHEID 
Korter, Dr. Phil. et Med., Innsbruck. With the 
collaboration of ApotF Mayruorer, Dr. Phil., 
Assistant Professor of Pharmacognosy, University 
of Vienna. Vienna and Leipzig: Emil Haim 
and Co. 1936. Pp. 134. R.M.9. 

THE use of the microscope in chemical analysis 
was introduced by Behrens of Delft in 1880. His 
studies of crystal structure, and descriptions of 
crystal tests observable under the microscope for 
different chemical radicles were the beginning of 
much fruitful work. The name of the late Prof. 
Emich of Graz was for ‘many years almost 
synonymous with the development of qualitative 
microchemical analysis; and the authors of this 
monograph follow in a distinguished line of Austrian 
chemists who have been chiefly responsible for the 
introduction of new procedures in micro-analysis. 

The monograph is one of a _ series in the 
general field of microchemistry. It presents certain 
of the more precise methods which have been worked 
out in recent years for the separation and characterisa- 
tion of small amounts of chemical substances. These 
methods make it possible to carry out the necessary 
manipulations on a small scale without any loss of 
accuracy, and should prove increasingly attractive 
to the modern biochemist who is frequently under the 
necessity of examining biological material in very 
small amounts. The first two sections of the book 
by L. Kofler contain full accounts of the develop- 
ment of the technique of the micro-melting point 
estimation and of micro-sublimation, the latter a 
method of separation and purification which deserves 
a far more extended use than it at present enjoys. 
The apparatus for both procedures is fully described 
in the text and by photographs. A specially con- 
structed hot stage attachment allowing of accurate 
temperature control is used for the micro-melting 
point. Several types of apparatus which operate 
in vacuo or at ordinary pressures serve for the 
sublimation methods. An excellent series of photo- 
graphic plates is reproduced giving the actual 
appearances (under the microscope) of several sub- 
stances during the course of melting, losing water of 
crystallisation, changing crystal structure, and of 
sublimation. The illustrative examples given are of 
substances of biochemical interest—e.g., salicylic 
acid, morphine, veronal, acetanalide. 

The third section by A. Kofler deals with the more 
specialised technique of crystallographic identifica- 
tion of substances, a method of investigation which 
has been highly developed for minerals, but has been 
comparatively little explored in the case of organic 
chemicals of biological interest. Inasmuch as most 


of the available descriptions of the morphology of 
crystals and instructions for the use of the polarising 
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microscope are given in text-books of mineralogy, 
the present account should prove particularly useful to 
biochemists and pharmacologists, for the examples 
used are substances with which they are accustomed 
to deal. A special section, by A. Mayrhofer, deals 
with the subject of immersion fluids for estimation of 
refractive indices. 
Altogether a most useful monograph. 





Arthritis and Rheumatic Disease 


By Maurice F. Lautman, M.D., Director of the 

Department for the Study of Arthritis, Levi 

Memorial Hospital, Hot Springs, Arkansas. 

London: McGraw Hill Publishing Co., Ltd. 

1936. Pp. 177. 10s. 

Tuts book is designed to supply the patient rather 
than his doctor with a clear account of what is known 
of arthritis and rheumatic disease, and succeeds 
admirably in its purpose. The instruction of the 
general public is regarded in America as an important 
factor in the campaign against these diseases which 
are becoming more common and levy a serious toll 
upon the working capacity of the community. The 
American Committee for the Control of Rheumatism 
which has already done important work in this 
direction and Dr. Lautman’s book will greatly assist 
their efforts. Nothing of importance appears to 
have escaped notice, and the account of the various 
forms of arthritis and fibrositis is remarkably clear 
and complete. The author described the causes so 
far as they are known, the pre-arthritic state, the 
symptoms, and gives valuable advice upon the general 
principles of treatment apart from drugs. Possibly 
his views upon diet may not meet with universal 
approval, but they are sane and practical on the 
whole. As Dr. Morris Fishbein says in his introduc- 
tion, ‘‘ Knowledge such as he provides in this book 
will save thousands of dollars for those who are 
constantly seeking quick cures,” a statement with 
which one cannot disagree. Whether it will bring 
them encouragement, or give them positive help in 
their struggle against disease is a question on which 
there may be two opinions. At any rate it will be 
found well worth careful study by doctors for the 
sound practical advice it supplies upon the manage- 
ment of diseases which form so large a proportion 


‘of the cases treated in general practice. 





The Intruder: An Unfinished Self-Portrait 


By KennetH WaLkKer. London: Lovat Dickson 
Ltd. 1936. Pp. 274. 9s. 


In this absorbing narrative the author sets out 
how he gradually came to the conviction that his 
life runs him and that he does not run his life. He 
has no patience with current psychology and _ its 
puppets, the ego, the super-ego, and the id: he 
prefers to interpret his own behaviour in terms of 
creatures of his own whom he calls Black Hawk 
(the Indian brave), Selous (the hunter), Knight Paton 
(a combination of a Crusader and the Scottish medical 
missionary), and the Personage (a figure of greatness). 
These four he has traced in the tangled skein of his 
experience, and they accompany him and play their 
several parts in the whole story. They are patterns 
into which he has organised his experience—to use 
the language of Mr. A. W. Wolters in a recent address 
to the British Association. And there is yet another 
creature whom the author describes as the Intruder, 
at whose appearance the other actors slink off into 
the wings. And there is also the author of the book, 
who writes a preface telling how he came to illustrate 


certain fundamental truths in his own person. “I am 
my own rabbit,” as he puts it. But whereas Mr. 
Wolters spoke of a person forming his own patterns 
of experience the author’s life has been at the mercy 
of his four characters ; he has not lived, he has been 
lived. Whoever lived it the author’s life was so full 
of a number of things that a time was bound to come 
when it would feel empty if the tempo remained the 
same. After touring Iceland on a pony with the 
French pretender, descending the Zinal Rothorn by 
a new route in an electric storm, meeting a lion in 
the Rift valley, being entertained by a Maharajah, 
crossing the Parana in a native canoe, and only just 
failing to get a Brazilian degree, even the war had 
little to offer in variety except the risk of a court 
martial for declining the O.B.E. Success as a con- 
sulting surgeon did nothing to resolve the doubts 
and problems that stirred in his mind and the 
narrative ends with the second of two moments of 
self-revelation which both occurred near the same 
spot on the South Downs. The first was when, a 
little boy sitting in a victoria returning with his 
parents from an afternoon’s outing, he had an acute 
feeling of existence and was frightened by the new 
sense of isolation. On the second occasion he saw 
the thread of his life twisting through time and 
space and at long last returning to the point of its 
departure. Thus slowly and painfully he came to 
understand that there is a knowledge, universal and 
timeless, handed down by word of mouth from 
teacher to disciple, which awaits those who seek it. 
Differing from the inert learning of scholars this 
knowledge has power to change him who possesses it. 
Or so at any rate thinks one of the characters in the 
book—perhaps this time the author himself. 





Administrative Science for Hospitals and 
Institutions 


By A. Mitsom. Published by the author and 
obtainable from the Book Department, 104, 
Foord-road, Folkestone, Kent. Pp. 550. 17s. 6d. 


Mr. Milsom, who describes himself on the title- 
page as (amongst other things) master of London, 
Bristol, and other provincial local government estab- 
lishments, has put together under one cover a series 
of guides to the various activities and responsibilities 
which fall on the shoulders of the modern hospital 
administrator. The author shows a remarkable 
grasp of detail, without losing perspective. Whether 
he is talking on the wise management of a staff of 
employees, the destruction of insect pests, catering, 
contract buying, accountancy, laundry, works depart- 
ments, the management of a farm and garden, 
including the proper care of a farrowing sow, or the 
inauguration of an occupational therapy department, 
his interest never flags and he does not allow that of 
his readers to flag either. He assembles facts and 
deduces opinions based on them and on the views of 
accepted authorities. 

Much of his book is concerned with hospital 
management under the control of a supervising 
authority, such as a county council, but it contains 
information of value to those responsible for the 
administration of any hospital—the governing body, 
the superintendent or secretary, the chief accountant, 
and the matron. The book is arranged in such a 
way that each department is an index to itself. 
The separate sections are interleaved with advertise- 
ments, and there is also an index to advertisers. 
It is a book which all those concerned with hospital 
management would do well to have within reach. 
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THE AETIOLOGY OF ACUTE RHEUMATISM 


Tue study of rheumatic fever from the extio- 
logical standpoint has passed through several 
phases, some of which need no longer be con- 
sidered. Streptococci of some sort have always 
figured in the picture, but it is now abundantly 
clear that, in so far as any streptococcus is con- 
cerned in causing this disease, that organism is 
Streptococcus pyogenes. This confident opinion 
of course rests on foundations other than the 
constant presence of the organism in the throat 
during, or more often before, an attack; the 
principal evidence for it has been the demonstra- 
tion that specific antibodies are developed during 
the attack. The development of antihemolysin 
was first observed by E. W. Topp; the antibody 
now known as antistreptolysin was demonstrated 
by Grorrrey Haprietp; and each of these 
observations has since been amply confirmed. 
The two substances can both be titrated with 
some accuracy, and the quantity in which they 
appear in the serum of rheumatic fever cases is 
unequivocal. 

A third observation of the same nature was 
reported last year by BERNARD SCHLESINGER, 
A. G. Stany, and W. W. Payne,’ who found that 
precipitins acting on extracts of S. pyogenes 
were formed in the blood of rheumatic patients 
after attacks of tonsillitis, their development 
coinciding with the occurrence of a rheumatic 
relapse. These workers were however not satis- 
fied that the changes in which streptococci so 
clearly participate are wholly accountable for the 
disease, and with the help of C. Russeit Amrgs, 
ScHLESINGER, and Sieny performed experiments 
in which it was claimed* that a virus was 
demonstrated. Centrifugation of pericardial fluid 
furnished a deposit containing minute particles 
which were agglutinated by the serum of patients 
recovering from attacks of rheumatic fever, and 
not by normal serum, or indeed by rheumatic 
subjects in a quiescent stage. This was a bold 
claim, and it has not yet been confirmed. No 
recognised virus has hitherto been first brought 
to light by direct microscopic observation, or 
accepted on serological grounds alone without 
the conclusive evidence afforded by transmission 
of the disease. Yet only those experienced in 
ultramicroscopy are really qualified to criticise 
these findings, at least as far as they concern matters 
of fact rather than of interpretation. 

Meanwhile Dr. A. F. Copurn has returned to 
the attack on behalf of the claims of the strepto- 
coccus, and in our last issue he reported the 
results of serological studies in rheumatic cases 





2 THE LANCET, 1935, i., 1090. 
* Tbid., p. 1145. 


THE XTIOLOGY OF ACUTE RHEUMATISM.—‘‘ IDIOPATHIC”’ EPILEPSY [Nov. 7, 1936 1103 


which differ from their predecessors in their 
greater accuracy and detail. In a necessarily 
small series of cases he has repeatedly estimated 
the quantity of several antibodies in the blood at 
intervals after an attack of streptococcal pharyn- 
gitis in both rheumatic and non-rheumatic sub- 
jects, with the effect of showing that the type of 
response differs in these two types of case. The 
principal difference is that whereas in uncomplli- 
cated recovery antistreptolysin is produced rapidly, 
in the rheumatic the titre of this antibody rises 
slowly but steadily, and continues to rise after 
the appearance of an attack of acute rheumatism, 
this itself having occurred a fortnight after the 
original throat infection. This evidence very 
strongly suggests that rheumatic fever is an 
abnormal and exceptional type of response to 
streptococcal infection; it certainly proves, as 
CoBURN expresses it, that the rheumatic subject 
“handles the products of hemolytic streptococcus 
in a peculiar way.” Will the intensive study of a 
known micro-organism and of the body’s response 
to infection by it lay bare the ultimate secrets of 
this disease, or is there a missing factor, perhaps 
to be identified with the virus already described ? 
These two beliefs and methods of approach—the 
exploitation of the known and the exploration 
of the unknown—are so typical of modern work 
in many other directions that final judgment on 
either side would carry with it implications of 
wide interest. 


“ IDIOPATHIC” EPILEPSY 


Is there an idiopathic epilepsy? Or should 
we expunge this term from our dictionaries and 
regard all epilepsies as symptomatic? Certainly 
many French authors regard idiopathic epilepsy 
as dead and buried. They are willing to speak of 
toxic epilepsy and psychogenic epilepsy, but in 
their view most epilepsies are due to local organic 
brain disease, usually of an inflammatory nature. 
At the other end of the scale stand those who 
emphasise the existence of an inherited tendency to 
convulsions—a tendency that makes some people 
especially liable to develop fits if their brain is 
damaged, for example, by cerebral trauma, 
meningo-encephalitis, or tumour. Nobody knows 
the nature of this inheritance of a lowered threshold 
for convulsions ; but obviously the stronger the 
inheritance the smaller will be the cerebral 
disturbance necessary to determine fits. If in- 
heritance strength is measured in terms of familial 
incidence, there is a certain amount of evidence 
to support this proposition. And if the proposition 
is true, the term “idiopathic epilepsy,” so far 
from disappearing, has its scope widened to 
include much of what we now regard as 
symptomatic epilepsy. 

The search for abnormal conditions in the brain 
that might account for fits is an old one. For 


many years sclerosis of the cornea ammonis held 
a prominent place, but whether as a cause or 
result of fits was disputed. Dr. Fremont BATEMAN 
of Cincinnati now comes forward with a record of 
changes in the brains of 176 out of 178 patients 
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who had had convuisions.' In 34 of these a 
clinical diagnosis of symptomatic epilepsy had been 
made, and was substantiated after death. These 
were mostly cases of acute or chronic inflammatory 
disease. The remaining 142 cases, all diagnosed 
as idiopathic epilepsy, he divides into two groups. 
The first group of 66 patients started to have fits 
before or near the age of puberty, taken as 
twelve years ; the remaining 76 cases started at or 
after puberty. Dr. Bateman observes a striking 
difference in the findings in the two groups. In 
almost all the first group there was want of proper 
development of the frontal lobe. The convolutions 
were narrow, the fissures wide and deep. The 
subcortical structures were underdeveloped, but 
there was no compensatory dilatation of the 
ventricles. This condition he calls cerebral frontal 
agenesis, and he regards it as the cause of lowered 
fit threshold. It is an imperfect development, not 
an atrophy, of the newest part of the brain, and 
indeed the limitation of the condition to the frontal 
lobe shows that it is not due to general intra- 
cranial pressure. Moreover, atrophy is not a cause 
of diminished fit threshold; if it were, epilepsy 
would be a common accompaniment of senile 
dementia. In the second group of cases, also 
clinically diagnosed as idiopathic, whose epilepsy 
started at or after puberty, this frontal agenesis 
was rarely found, and was indeed less common 
than in the average run of brains in psychotic 
patients. The pathological conditions in this 
group were mainly in the cerebro-spinal fluid and 
vascular systems and included abnormalities in the 
ventricles, meninges, pacchionian bodies, and 
blood-vessels, “‘ venous engorgement ”’ being one 
of the most common. Some of these abnormalities 
were due to defect of development, but most of 
them were the result of inflammation, and Dr. 
Bateman does not claim that they were sufficient 
in themselves to cause convulsions. 

If these observations are correct, most of the 
cases of “idiopathic” epilepsy starting before the 
age of twelve are associated with frontal agenesis ; 
whereas, cases whose fits start after the age of 
twelve very rarely show the condition. Two 
desiderata at once occur to us. The first is con- 
firmation of Dr. Bateman’s findings by inde- 
pendent observers; the second is a search for 
points of difference between the groups as regards 
frequency and type of the attacks, limitation or 
deterioration in intelligence, temperamental defects, 
and, above all, the incidence of epilepsy in the 
family. 

THE NOBEL PRIZE 


At the beginning of August “A London 
Surgeon” sketched for us an amusing contrast 
between the research worker and his more practical 
colleagues, strongly reminiscent of the parable 
of the talents. It was not flattering to the research 
worker. This week, those who have made the 
laboratory their chosen field may take up their 
stewardship with renewed courage, for two of 
their number, Sir Henry Date and Prof. Orro 
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Lorwt of Graz, share the Nobel Prize for 1936, 
the highest international honour bestowed for 
advancing medicine and its allied sciences. 
Although strictly speaking this award is for work 
done during the year, its division shows clearly 
that the donors have interpreted their duty wisely 
and with justice, taking into account the initial 
as well as the recent steps in one of the outstanding 
investigations of recent years. From 1921 to 
1926, Lozwi and his colleagues performed a 
beautiful series of experiments on the frog heart 
showing that nerve impulses in the vagus gave 
rise to a chemical substance, probably acetylcholine, 
which was itself capable of slowing the heart. 
The simplicity of the first experiment was startling. 
A denervated heart was perfused with fluid from 
an innervated heart, and the vagus nerve of the 
latter stimulated. Both hearts were depressed. 
When vagal effects were eliminated by atropine, 
stimulation of sympathetic fibres quickened both 
hearts. Logwi then postulated his well-known 
Vagusstoff and Acceleransstoff, suddenly bringing 
into practical politics the transmission of nervous 
excitation by chemical substances, hitherto almost 
an armchair speculation. Subsequent work made 
it clear that Vagusstoff was a choline ester, and 
LoEwI actually showed that its chemical and 
physiological properties were similar to those of 
acetylcholine, though the final proof of its identity 
with this substance eluded him. 

For many years before this Date had been 
interested in acetylcholine, then regarded as a 
drug with peculiarly potent actions. In his 
laboratory it was first isolated from biological 
material in 1914, and from mammalian tissues in 
1929; on the first occasion he suggested that it 
might be of physiological importance, though 
impossible at that time to track down because of 
its rapid destruction in the body. We are now 
familiar with the tissue enzyme, cholinesterase, 
which breaks down acetylcholine, and with eserine 
and related drugs which poison the enzyme and 
allow us to study the actions and natural occurrence 
of acetylcholine. The story is too long to be told 
here, but to the precise methods and clear vision 
of Sir Henry Date and his colleagues during the 
last three or four years we owe the greater part of 
our knowledge of this subject. Acetylcholine 
has been shown to transmit not only vagal effects 
to the heart muscle but excitation from all para- 
sympathetic, and from some sympathetic, nerve- 
endings to the corresponding effector organs. It is 
also concerned in the transmission of excitation 
across all autonomic synapses, whether sympathetic 
or parasympathetic. Synaptic transmission at once 
suggests the central nervous system ; we recall the 
“humoral theory” of reflex action put forward 
some years ago by the Oxford school, and ask if 
we are on the verge of understanding the nature 
of central nervous activity. Datz’s work during 
the last year has, however, been directed towards 
that section of the periphery which had previously 
defied all efforts to bring it into line: mammalian 
voluntary muscle. Here we return to the simple 
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experiment—simple, that is to say, in conception. 
Acetylcholine had failed to act on normal voluntary 
muscle because it had never been in sufficiently 
intimate contact with it. Introducing it rapidly 
into the artery of a muscle, previously converted 
into an end-artery, made the muscle twitch with 
a force equal to that evoked by nerve stimulation 
and with a speed nearly as fast. This almost 
certainly means that motor nerves activate volun- 
tary muscle through the medium of acetylcholine, 
for there is much independent corroborative 
evidence that this substance is produced during 
normal contraction. Humoral transmission is, 
therefore, not to be regarded as a comparatively 
sluggish process, confined to the autonomic system. 
We must now reckon with the possibility that it 
is an essential part of the fastest reactions. Where 
these new conceptions are leading we cannot say, 
but they are of fundamental importance and have 
already given promise of making possible the 
rational treatment of one nervous disease. 

In a short account like this it is impossible to do 
justice to the work either of Prof. Lozwi or Sir 
Henry Dae, and we have been unable even 
to mention that of numerous others—notably 
Prof. W. B. Cannon of Harvard—who have worked 
along the same or parallel lines. All who have 
followed the developments in this field during 
recent years will agree, however, that no better 
award of the Nobel Prize could have been made, 
and that no reward could be better deserved. 


A BROADSHEET ON HOSPITALS 


THE hospital system of Great Britain, with all 
its complexities and ramifications, is described in 
a clearly written broadsheet (No. 84) recently 
issued by the independent non-party organisation 
known as PEP (Political and Economic Plan- 
ning). This organisation, which is not run for 
profit, issues factual statements and reports with 
a view to furthering the growth of a more scientific 
and objective attitude towards British public 
affairs. Groups of specialists, we are informed, 
working voluntarily in their spare time contribute 
the necessary information and criticism to make 
each broadsheet or report accurate and authorita- 
tive. Certainly this one has become so. After a 
preliminary exposition of the changing réle of 
hospitals the convergence between hospitals con- 
trolled by local authorities and those which are 
independent charitable corporations is noted, 
and the weak point of the joint structure being 
built up is indicated—namely, the encroachment 
on the province of the general practitioner. It is 
explained that the interests of the public health 
demand that the general practitioner shall be a 
strong and effective partner in the service; and 
a new and more satisfactory balance is envisaged 
for the time when he is equipped and enabled to 
shoulder a greater share of the burden now borne 
by out-patient departments. The ground having 
been cleared, the reader is informed of the channels 
through which people enter hospitals of different 
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types; the scope of the thousand voluntary hospitals 
in Great Britain ; the development of contributory 
schemes without, as was once feared, a drop in 
subscriptions ; and the efforts now being made 
at codperation and exchange of experience. There 
follows an exposition of the new type of public 
hospital and its relations with patients and doctors ; 
a statement of the pros and cons of the two systems 
and a demonstration of the ways in which the 
distinction between them is becoming blurred. 
In many ways, for example in carrying out statu- 
tory venereal disease services for local authorities, 
voluntary hospitals “have become in the last 
ten years purveyors of services in return for pay- 
ments rather than distributors of charity ’’ ; while 
many more public hospitals than formerly are now 
open to students and many local authorities have 
appointed consultants and specialists, though not 
often, as is here suggested, “ as honorary members 
of their staff.”’ Finally, reference is made to local 
schemes of codperation—as in London, Manchester, 
Cambridge, and Aberdeenshire—to the success 
of the Highlands and Islands Medical Service, to 
recent official and unofficial reports, and to the 
proposed Oxford and District Joint Hospitals 
Board, which is of special interest in view of 
Lord NUFFIELD’s recent gift. 

This broadsheet has well fulfilled its purpose, 
and will be useful not only to the intelligent lay- 
man for whom it has been prepared but to medical 
men who are alive to hospital problems but 
seldom see them presented with such cogency and 
impartiality. 


HEALTH AND COMFORT IN HOUSING 


A COMMITTEE representative of many important 
bodies has been established to serve as a link between 
the building industry and organisations concerned 
with research bearing on health and comfort in 
housing. One of its functions will be to keep the 
Health Section of the League of Nations in touch 
with current practice and opinion in this country. 
Apart from this it will endeavour to coérdinate, 
interpret, and present the results of technical and 
medical research in such a way as to make these 
results conveniently available to practising architects, 
engineers, the building industry, and local health 
authorities, and will arrange for investigation of 
hygienic problems raised by the industry. Among 
other activities a survey is being undertaken of 
papers at present accessible only in official and 
technical publications with a view to giving some of 
them wider publicity, and the help of librarians is 
sought in the selection of papers suitable for trans- 
mission to the committee. Communications may be 
addressed to the secretary at the London School of 
Hygiene and Tropical Medicine, Keppel-street, W.C.1. 


Tue Army Medical Library in Washington, D.C., 
generally known as the library of the Surgeon General’s 
office, is celebrating on Nov. 16th, at 8 P.M., the 
centenary of what is now the largest collection of 
medical writings in the world, containing as it does 
more than a million items. Sir Humphry Rolleston 
will delivér an oration dealing with its history and 
with the personalities of Billings, Fletcher, and 
Garrison. 
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CHILD MORTALITY FROM SCALOS AND BURNS 


A SERIES of statistical studies on the fatal accidents 
of childhood is being made by W. M. Gafafer, 
senior statistician of the United States public health 
service. His third and latest report! deals with 
mortality from accidental burns, and shows the trend 
of the deaths between 1925 and 1932. In the earlier 
year there were 3365 such deaths at ages under 
fifteen in the registration area; in 1932 there were 
only 2128, representing a fall of rather more than a 
third in the seven years. The great majority of 
these deaths were in children between one and five 
years of age, for in this age-group there were 2208 
in 1925 and 1350 in 1932, a decline of nearly 40 per 
cent. Part of this improvement—but no more than 
a small part—may be due to the fact that there 
were actually fewer children in the population of 
1932 than there were in that of 1925; death-rates 
are required for a proper assessment. For such rates 
population estimates are necessary and Gafafer says 
these are lacking. In England, however, with the 
help of the Registrar-General’s returns and his 
estimates of the numbers of persons at each age we 
can determine the trend of the rate and see whether 
there is any such improvement as Gafafer reports for 
the United States. In fact there has been a very 
striking improvement. In 1933-34 the number of 
deaths from burns and scalds between the ages of 
one and five averaged 400 per annum, giving a rate 
of 170 per million children living at these ages. The 
corresponding rate was 216 in 1926-32, 273 in 1920-25, 
and 360 in the years immediately preceding the war, 
1911-14. In the space of twenty years the death- 
rate has been more than halved. Clearly various 
factors may have contributed to these happy circum- 
stances. The Registrar-General finds in them “ grati- 
fying evidence of the increasing care taken of child 
life as its abundance diminishes”; the diminishing 
size of family may well enable that extra care to be 
given. More effective methods in the treatment of 
severe burns have no doubt also played their part. 

It was gloomily concluded by Dr. Watts of 
Glasgow, famous for his study of the “ chincough ” 
and of the causes of death in childhood early in the 
nineteenth century, that if we deprive Death of some 
of his weapons he promptly retaliates by sharpening 
up others or introducing new ones. With the deaths 
from violence in childhood there seems, unfortunately, 
more than an element of truth in this dictum. While 
the deaths from burns have declined so largely, as 
shown above, those from other forms of. violence 
have been significantly increasing. In 1920-25 the 
rate from these other causes at ages 1-5 was 220 per 
million; in 1926-32 it had risen to 263, and in 
1933-34 to 265. The fatalities of the road are, of 
course, the explanation. We can hope for no remark- 
able improvement in the total death-rate from 
accidents in childhood while this trend prevails in an 
important section of it. 


OXYGEN FOR THE NEW-BORN BABY 


THe usefulness of carbon dioxide as a respiratory 
stimulant for the newly born has somewhat obscured 
the fact that an adequate supply of oxygen is of 
relatively greater importance for saving life. Writing 
on anoxemia in the premature infant, Buffum * 
brings forward certain points that really- apply to 


"e Ye Health Rep., Sept. 13th, 1936. 
* Buffum, P.: New Eng. Jour. Med., 1936, ccxv., 390. 








all new-born babies. He. pointe out that a , moderate 
anoxzmia does not always show itself in visible 
cyanosis because the amount of blood in the superficial 
capillaries may be too small to give a cyanotic tint. 
Thus the baby suffering from so-called white asphyxia 
may be in much more urgent need of oxygen than a 
baby with blue asphyxia, although in the latter the 
cyanotic tint is easily seen. Likewise the damage 
done by anoxemia is not always obvious, and it may 
well be that many of the lesions attributed to “ birth 
trauma” are in fact the result of oxygen starvation 
of essential nerve-cells. Buffum’s main thesis is 
that oxygen should be available and used continuously 
for the premature baby without waiting for the 
development of urgent symptoms, and he describes 
his experiences with small oxygen chambers in which 
premature babies in poor condition are placed as soon 
as possible after birth, being kept there until strong 
enough to obtain an adequate supply of oxygen 
by the inspiration of ordinary air. Some experts 
maintain that, used in this way, oxygen not only saves 
premature babies from death in the early days of life, 
but definitely promotes their nutrition and possibly, 
as indicated above, has an important effect upon 
eventual prognosis. Such special oxygen incubators 
are not always available, but oxygen given con- 
tinuously through a closely fitting rubber mask for 
limited periods may be used as long as the gas is 
obtainable. The ease with which carbon dioxide can 
be given from the small metal bulbs now sold 
raises the question whether something similar cannot 
be done with oxygen or with O, and CO, mixtures. 
The time factor is of importance and it might be wise 
for all those undertaking midwifery to carry a small 
oxygen cylinder of the usual type, just as shortly 
they may have to carry a cylinder of nitrous oxide 
for analgesia. 


CHRONIC ULCERATIVE COLITIS 


THE discussion on ulcerative colitis, reported in 
our columns last week (p. 1040), did little to discover 
the essential cause of this terrible disease. Some of 
the cases seen in this country have suffered from 
dysentery in the tropics, more commonly the amcebic 
form, which tends to be chronic, than the bacillary 
form. That bacillary dysentery may be followed by 
a chronic form of ulcerative colitis is the conviction 
of French clinicians who had great opportunities of 
observing this sequence after the late war; and 
quite recently evidence of ulcerative colitis, on X ray 
or sigmoidoscopic examination, has been found? in 
13 of 122 cases of bacillary dysentery carefully 
followed up after the epidemic of 1934 in Jersey 
City, N.J. English observers have not been struck 
by the sequence, and Manson-Bahr is not alone in 
doubting 2 whether the ulcerative colitis observed 
here has any association with dysentery. Various 
other organisms have been regarded as responsible. 
Dr. J. A. Bargen told the Royal Society of Medicine 
that he had been able to isolate from the rectal 
lesions a characteristic diplo-streptecoccus in 80 per 
cent. of cases of the disease, and he related some 
experimental work in confirmation of the pathogenic 
nature of this organism. Unfortunately the same 
coccus has been found in the stools of persons not 
suffering from colitis, and the good results claimed by 
Bargen with a serum or vaccine made from this 








1 Felsen, a and Gorenberg, H.: Amer. Jour. Med. ‘Scl., October,. 
1936, p. 553. 

* Manson-Babr, P. H.: Lettsomian Lectures, THE LANCET,. 
1936, 1., 832. 
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organism have not been obtained by others. Occa- 
sionally ulcerative colitis may be of toxic origin, 
as when it occurs in uremia or mercury poisoning. 
Apart from this the chronic disease of temperate 
climates can plausibly be regarded as a specific disease, 
the cause of which has so far escaped detection. It 
is however in many instances allied to allergic 
phenomena. As a result of allergic or nervous 
influence the contractions of the colon become 
spasmodic, resulting in the ordinary irritable colon ; 
with increased stimuli the mucous secretion is also 
increased. Remissions occur and are followed by 
relapses in which at last the stimulus itself or a 
secondary infection gives rise to actual ulceration of 
the mucous membrane. At this stage almost any 
organisms present in the bowel may infect the ulcers 
and lead to further destruction of tissue. 

When 0 little is known of the nature of the disease 
treatment can only be directed towards raising the 
patient’s resistance and protecting the damaged 
tissue from insults from without. Diet should be 
full and wholesome, with adequate vitamin content, 
while leaving little residue. Owing to the flux of 
mucus there may be excessive loss of calcium which 
must be replaced; the secondary anemia requires 
hematinics. Local treatment is difficult. In most 
cases simple cleansing of the bowel with normal 
saline is all that should be attempted. Surgical 
measures, such as appendicostomy or ileostomy, may 
be desirable to give temporary relief to the bowel 
and permit of more efficient washing of the colon. 
Colectomy has been abandoned as a means of treat- 
ment; it is not possible to remove the whole source 
of the trouble. In the milder cases medical treatment 
is best. With prolonged care, rest, and freedom 
from worries, remissions of long standing often occur 
and the disease is sometimes arrested. 


SPES PHTHISICA 


UmcKo.oaso, “ infallible *’ remedy for tuberculosis, 
was the chief example selected by Capt. G. 8. Elliston, 
M.P., last March when he commended the Medicines 
and Surgical Appliances (Advertisement) Bill to the 
House of Commons. Curiously misrepresented as a 
cunning device to bolster up the monopoly of the 
medical profession, the Bill failed to secure a second 
reading, but it has made one notable contribution to 
medical data. When its draft clauses had been 
originally made public, the proprietor of Umckoloabo 
appealed to all the supporters of his remedy to write 
their protests to Capt. Elliston. Within a few days 
1350 letters arrived from people who claimed to have 
been cured or materially relieved. (Doubtless many 
other men and women had tried the treatment.) It 
was an exceptional opportunity for checking the 
testimonials in respect of a patent remedy, for it was 
possible to sift the claims by means of the public 
health service. Capt. Elliston sent the letters off 
in a sack to Dr. Ernest Ward, the secretary of the 
Joint Tuberculosis Council. Hundreds of communica- 
tions were addressed to medical officers of health 
over the entire country. Only one medical officer 
declined to coéperate; even he, Dr. Ward thinks, 
might have come into line if he had appreciated what 
was being done elsewhere. Tuberculosis workers 
gave their help, and now, after nearly two years, the 
investigation has dealt with 864 out of the 1350 letters. 
The questionnaire included an inquiry whether the 
patient had appeared to benefit from the treatment. 
The replies spoke of possible benefit in 23 cases, 
definite benefit in 9. In several instances it was 
alleged that harm had been done ; setting these aside, 
Dr. Ward gave the following statistics in his 


pocsidential address to the Society of Medical Officers 
of Health, summarised on p. 1098 of this issue. 

It was impossible to trace 57 cases (about 6 per cent. 
of the 864); 200 (23 per cent.) had never been 
notified as tuberculous. A third group of 62 cases 
(7 per cent.) was investigated and found not to be 
tuberculous. The next group of 122 (14 per cent.) 
consists of patients who had died—the majority within 
a year of declaring themselves cured or materially 
relieved ; 87 others (10 per cent.) are known to be 
very ill ‘and unlikely to live long. Then come two 
nearly equal groups of 156 and 157 (19 per cent. each), 
the one of patients ill and unable to work, the other 
of persons in fair health and at work. The residue 
of 23 cases (2 per cent.) can be classified as recovered. 
Dr. Ward reasonably suggests a tripartite classifica - 
tion by way of general analysis. There will be the 
introspective patients who worry over their health 
and think themselves tuberculous when they are not ; 
there will be what he calls the “ straw-clutchers ”’ 
who, conscious of no progress under standard treat- 
ment, turn to the patent remedy after reading the 
impressive literature about it, and feel themselves 
benefited by the new cure; lastly there will be the 
sufferers who, taking the usual treatment, add the 
patent remedy while the disease follows its normal 
course. 

If these statistics and analyses disprove the claims 
of Umckoloabo to be the guaranteed cure which it 
has sometimes been represented to be, if they confirm 
the desire of the supporters of the Bill to prohibit 
the advertisement of remedies for diabetes, cancer, 
and consumption, they nevertheless justify no 
complacency on the part of the medical profession. 
The tuberculosis problem, as Dr. Ward remarked in 
his address, is complex and many-sided ; tuberculosis 
work must never become static. Unprejudiced 
observers “‘cannot help being impressed with the 
futility of much of our treatment in definite cases of 
tuberculosis.”” That, observes Dr. Ward, is one of 
the reasons why patients so often turn to quack 
remedies. 


INJECTION TREATMENT OF HERNIA 


CONCERNED at the complications that might follow 
injection of some of the preparations now advertised 
for the treatment of hernia,’ the council on pharmacy 
and chemistry of the American Medical Association 
have been collecting information about the current 
use of the method.? Inquiries at selected hospitals 
have shown that though most of them do not employ 
injection, it is regarded as effective and safe in those 
that do. Two cases of gangrene were reported, but 
on the whole the complications were uncommon and 
mild—e.g., painful scarring, slight infection, and 
swelling of the testis. In some institutions the 
majority of the cases of hernia are treated by 
injection; in others only 12-15 per cent. are con- 
sidered suitable. The results in clinics where the 
treatment is in charge of a specially trained physician 
are said to satisfy even the surgeons; but unfor- 
tunately in the United States the method has been 
taken up by osteopaths and other laymen with 
inadequate anatomical and surgical knowledge. The 
council issue a warning about the injection of pro- 
prietary solutions of unknown composition. The 
Pina Mestre solution, on the other hand, is a 
proprietary preparation of established value. Its 
formula, the most active constituents of which are 
alsokel and tannic acid, was given in 1931 by 


See THE ‘Lawose, Sows. 19th, 1936, p. 694. 
“geaek ‘Amer. Med. Assoc., Sept. 26th, 1936, p 1053. 
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F. Slater Jameson in a paper *® in which he concluded 
that injection, as practised by Pina Mestre of Barce- 
lona, is capable of better results than surgery. 
Pina Mestre himself specialised in the method for 
over twenty years and is said to have treated 
10,000 cases. 

The council found that, besides various mixtures 
containing tannic acid or tannic acid derivatives, 
sodium morrhuate and a mixture including phenol 
alcohol and oil of thuja are being used. Needless to 
say, hernias do occasionally recur after injection 
treatment, but it is claimed that the scarring caused 
does not render a subsequent operation more difficult. 
Sliding hernia, according to G. and E. Gordon,‘ is 
an absolute contra-indication; the hernia is not 
cured and strangulation may conceivably follow. 
The difficulty is to know beforehand that one is 
dealing with this type of hernia. A voluminous 
hernia, with a wide inguinal ring, should be suspected, 
especially if it is on the right side, for the usual 
content is the cecum. For doubtful cases the 
Gordons suggest either distending the large bowel 
with water, or radiography. As the non-peritonealised 
posterior portion of the large intestine becomes 
adherent to the internal ring, there is, they say, no 
true reduction of a sliding hernia without operation. 
Operation on five cases of sliding hernia, which had 
had injections without success, revealed a vast amount 
of newly tormed cicatricial tissue, with adhesions 
between the external oblique aponeurosis and the 
conjoint tendon. Operative repair of the hernia was 
not interfered with. , 

Paul T. Butler® insists on the importance of 
repeated examination of patients after the con- 
clusion of their course of injections; fibro-elastic 
tissue may be absorbed again. He also quotes pre- 
cautionary measures that he has found indispensable. 
It is essential, for example, to be sure that omentum 
is completely reduced before injecting, otherwise 
adhesions may form that render operation imperative. 
The greatest care is required to be certain that a 
vessel has not been entered with the injecting needle. 
If a vessel is pierced no injection should take 
place that day. 


PSYCHOPATHOLOGY OF UGLINESS 


WE have been accustomed to read the occasional 
excursions into art criticism by celebrated alienists 
in the past ; G. B. Shaw’s vigorous rejoinder to Max 
Nordau’s ‘‘ Degeneration in the Sanity of Art,” and 
more recently Roger Fry’s ‘‘ What the Artist wants of 
Psycho-analysis,” are still fresh in the memory. 
Only yesterday the Surrealists challenged both art 
and psychology with canvases which certainly call 
for explanations that only psychopathology can give. 
On esthetic theory in general psychopathology may 
not lay claim to absolute authority, but on the sub- 
ject of ugliness and the grotesque it can legitimately 
help to an insight which general psychology and 
philosophy fail to provide. Those who are not 
maudlin and sentimental about art owe a debt to 
Dr. John Rickman and Mr. J. 8. Barwell for their 
critical analysis of the nature of ugliness, which they 
together discussed in a symposium arranged last 
week by the medical section of the British Psycho- 
logical Society. In the immediate past Freud in an 
acute essay considered the subject of the uncanny 
as related to subconscious dreads which were denied 
access to consciousness, dread of another and 
unfamiliar self—the agent of unauthorised impulse. 





* Clin. Med. and Surg., March, 1931, p. 170. 
* Jour. Amer. Med. Assoc., Oct. 3rd, 1936, p. 1110. 
5 Med. World (Philadelphia), Sept., 1936, p. 567. 


Etymology demonstrates the relation between the 
uncanny and the unfamiliar, the uncertain—the 
terrifying and the ugly. This affective problem 
has, as Mr. Barwell stated, its counterpart in the 
logical antinomies of certainty and doubt. 

Art can no longer be simply dismissed as the 
divine sublimate of baser activities. It is more 
complex than that. The Freudian analyst now sees 
art to be related to the basic fears, impulses, and 
conflicts which make up the dynamics of unconscious 
activities. Basing his views on the child mind revealed 
by psycho-analysis, Dr. Rickman argued that our 
judgments of ugliness are due to the emergence of 
discordant notes and disharmonic relations that the 
child feels to exist in the parental relationship and 
in its own love-hate conflict with the parents. The 
child is preoccupied by the bad, relationships which 
its phantasy has constructed from its own image of 
its parents. The child is for ever trying to express 
these relationships even in its most rudimentary 
scribblings. It makes ceaseless efforts in behaviour 
and in symptoms to circumvent the impasse created. 
It wants to make good the bad relationships that its 
phantasy has created. In the process of restitution 
familiar to analysis, the child tries to return good for 
imagined evil. The harmonies established in art, 
in the unities of good painting and drawing, is man’s 
attempt to make from his perceptional experience 
patterns of form and colour that shall satisfy a 
spectator that a subliminal conflict has somehow 
been rectified. Art production, therefore, if one can 
advance on Dr. Rickman, is a dialectic process, in 
which the perceptual elements on the one hand, 
and the subliminal stresses on the other, are unified 
in a new and satisfying synthesis. 

Expressionistic art has its centre of gravity in 
the subliminal pole of the antithesis ; impressionistic 
and academic art in the perceptual—an escape into 
reality. In this sense ugliness is the judgment passed 
on those art forms which have not resolved the 
dialectic, but in which disharmony and the intrusion 
of the egoistic note of dreams is still apparent. The 
curative value of art, its cathartic quality, is univer- 
sally recognised ; because in the artist we see the 
sublime executant of our escape mechanism—our 
emancipation from the baser conflicts and dishar- 
monies which hold us all in thrall. Psycho-analysis, 
therefore, lends concrete support to the Aristotelian 
doctrine of tragic catharsis. The artist is the arch 
physician, and as Shelley said, the poets are the true 
legislators of the world. 


MIXED TUMOURS OF THE SALIVARY GLANDS 


For ten years McFarland of Philadelphia has been 
collecting material on the so-called mixed tumours 
of the salivary glands, and his records cover 25 years 
of surgical work with information from 27 hospitals. 
His review of some 300 cases! begins by pointing 
out the difficulties of the subject. The natural 
history of mixed tumours is by no means fully known, 
and isolated opinions based on surgical experiences, 
upon histological observation, or upon post-mortem 
findings are apt to be fallacious. To understand the 
natural history of these tumours we must have all 
the data as long as the patient lives. At one time 
McFarland regarded them as essentially benign, 
but in a later paper he came to the conclusion that 
they are all potentially malignant. Whether or not 
they should be regarded as adenomata is uncertain, 
but carcinomatous or sarcomatous transformation 
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may take place even after a benign course of thirty 
years. At the same time, although many of these 
tumours do become malignant, they rarely give rise 
to metastases. Of the present series of 297 cases 
the condition recurred after operation in 69 (23 per 
cent.), and 13 of the patients died. The microscope, 
in McFarland’s opinion, is of little assistance in prog- 
nosis, except that the outlook may be considered 
bad in cases with a short history and the histological 
appearance of carcinoma. The tumour may recur 
at almost any period after operation; a case is 
quoted in which there was an interval of 47 years. 
Hence it is hard to say that any case of mixed tumour 
is really ever cured. In making a definite diagnosis 
biopsy may of course be useful, but apart from doubt 
about its value for prognosis there is the risk of its 
doing definite harm, since it is well known that 
immediate recurrence is likely in cases where the 
capsule is damaged at the time of operation. As for 
radiotherapy, the author holds that X rays and 
radium are of no greater value than a knife. 

One of the most disconcerting of McFarland’s 
conclusions is the statement that the smaller the 
size of the removed tumour, the greater is the prob- 
ability of recurrence; and from this he contends 
that operation should be postponed until the tumour 
is ‘‘ ripe ’’—i.e., about the size of a lemon. It will 
be agreed that some of the small tumours are harder 
to remove than are the really large ones; for the 
larger the tumour, the more easily can its limits be 
defined. On the other hand, there is no doubt that 
in course of time many of these mixed tumours 
tend to burrow deeply in the pterygoid region, and 
where this happens operation becomes much more 
difficult. In the present paper nothing is said about 
anatomical sites in relation to the size of the tumour 
at the time of operation and to subsequent recurrence. 
A small deep tumour between the angle of the jaw 
and the mastoid process may be hard to remove, 
but it is not easy to see how this technical obstacle 
is going to diminish as the size of the tumour mass 
increases. 


RADIUM IN 1935 


Tue fourteenth annual report! by the Medical 
Research Council on the radium issued under its 
control includes as usual an experimental and a 
clinical section. Interesting physical experiments 
on the effects of temperature on the absorption of 
the neutron from a gas into the nuclei of a number 
of elements are recorded by P. B. Moon and J. R. 
Tillman, and these together with Mr. Tillman’s 
measurements of the scattering of cell neutrons by 
paraffin wax provide evidence for the selective 
absorption probability of different nuclei and neutrons 
of different velocities. The first spectroscopic 
measurement of an artificially produced element has 
been made by F. Paneth at the Imperial College. 
W. V. Mayneord and J. E. Roberts at the Royal 
Cancer Hospital have tested the validity of caleu- 
lated distribution of radium as used in treatment, 
and the statement of radium dosage in international 
roéntgens (r) is discussed. This point is also raised 
in the introduction where we are reminded that the 
question of adopting an international unit for radium 
dosage is on the agenda of the International Congress 
of Radiology to be held at Chicago in 1937. The 
importance of an accepted unit is shown by the 
biological experiments of F. G. Spear and his co- 
workers from the Strangeways Research Laboratory, 








1 Medical Uses of Radium. Summary of Reports from 
Research Centres for 1935. Medical Research Council, Spec. 
Rep. Ser. No. 216. H.M. Stationery Office. 1936. Pp. 38. 3s. 


Cambridge, and of H. J. Ham from the Holt Radium 
Institute, Manchester. The former, who records 
experiments on biological response as a function of 
intensity of irradiation and on the effect of gamma 
radiation on cell division in the tadpole, used a Sievert 
unit of intensity. Dr. Ham states his dose in terms 
of international réntgens, and investigated the 
effect of variation in time intervals when radiating 
rodent ulcers and skin epitheliomata with radium 
over a total period of seven days. Joan Ross reports 
from the Royal Free Hospital on the carcinogenic 
action of prolonged gamma radiation (the subject 
of a recent annotation in our columns ?), and J. C. 
Mottram at the Mount Vernon Hospital has produced 
sarcomata in three out of twelve fowls by repeated 
exposure to radium. 

On the clinical side reports from the eleven hospitals 
and two additional centres which are accepted as 
research centres suggest steady progress. This is 
most noticeable in carcinoma of the cervix where 
the cases treated in 1930 show a survival rate of 
35 per cent., a very satisfactory figure. For carci- 
noma of the uterine body, in which operation is still 
the method of choice in most clinics, the number 
treated is small, but when it is remembered that 
the sample consists mostly of cases clinically and 
technically inoperable the results are surprisingly 
good. Cancer of the breast still presents many 
difficulties, and the statement from Birmingham 
and the tables from Aberdeen and St. Bartholomew’s 
Hospital, noting that histological examination of 
breasts removed surgically after irradiation either 
by radium or X rays still shows the presence of 
cancer cells which are probably viable, will surprise 
no one who has had experience of these cases. In 
cancer of the mouth, nasopharynx, larynx, and 
esophagus reports from the Middlesex and Univer- 
sity College Hospitals describe the use of one-gramme 
radium units. These two hospitals together with the 
Royal Cancer Hospital are to issue a combined report 
on the results of treatment with these units, and in 
view of the fact that more radium is now available 
the report will be eagerly awaited. The results of 
treatment of carcinoma of the rectum show that in 
suitable cases radium still has a place. The figures 
for sarcoma do not distinguish between osteogenic 
sarcoma and lymphosarcoma which react differently 
to radium. 


PULMONARY DISEASE AFFECTING COAL- 
MINERS 


THE announcement in some daily papers that the 
Medical Research Council contemplate a big investiga- 
tion into pulmonary disease among miners is pre- 
mature. Such a scheme is certainly under discussion 
and the importance and urgency of the problem are 
recognised but there are still various points which 
have to be explored by the appropriate committee 
(on industrial pulmonary disease) of the Medical 
Research Council before the matter is ripe for a 
decision by the Council. The occurrence of pul- 
monary disease in coal-miners has been under 
consideration for some time by the committee, 
whose chief difficulty is to devise the kind of investiga- 
tion most likely to increase knowledge of its causes, 
incidence, and differential diagnosis in a way that 
will lead to practical results. In order to ascertain 
the effects of coal dust alone on the lungs this com- 
mittee, with the codperation of the statistical com- 
mittee of the Council, explored the possibility of 
gaining information by means of a medical inquiry, 
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and in 1933 clinical and radiologic rj examinations 
were made of a number of coal trimmers. The 
result of this inquiry showed that in the group 
examined exposure to coal dust over varying periods 
of years had not caused disease of the lungs. The 
committee have recently interviewed a number of 
affected coal-miners and doctors practising amongst 
them in the South Wales coal-field, and they have 
also discussed with members of the Silicosis Medical 
Board the pulmonary disorders of coal-miners, 
especially as they occur in South Wales, with a view 
to determining the lines of study to be pursued. They 
are agreed that the general lines of the investigation 
should include (1) clinical and radiological examina- 
tion of miners ; (2) search of existing records of cases 
of disability ; (3) dust sampling in certain selected 
coal-mines and in different occupational positions ; 
(4) chemical and petrological examination of the 
samples of atmospheric dust from the mines; and 
(5) coérdination of these lines of investigation and 
other related research. Detailed proposals to this 
end for submission to the Medical Research Council 
are now being considered by the committee. 


GUIDES TO THE POISONS RULES 


Tue rules for the distribution of poisons, which 
came into effect on May Ist last, affect the conduct 
of many types of person who have a share in their 
distribution. Each of these types has its own 
problems and difficulties; each is likely to get a 
shock at an inquest for some want of care or it may 
be of knowledge on his own part. A few months 
ago we suggested} what every medical practitioner 
should know about his own obligations; the fact 
that one of the London coroners, as we mentioned 
last week (p. 1060), would like to see even the medical 
practitioner’s discretion still further limited, 
emphasises the care with which the rules should be 
observed. Three memoranda ? recently issued by the 
Home Office expound the rules not only for the 
benefit of practitioners but also for wholesalers, 
agriculturists, hospitals, and dispensaries. Without 
possessing the appropriate memorandum, it is not 
safe for any of these persons or institutions to do 
business with poisons ; even with the memorandum, 
close attention must be given to it, if the law is not 
to be broken. Memorandum No. 2 is for wholesalers 
—i.e., all those, other than retail traders, who are 
engaged in any trade dealing in poisons in one form 
or another. The first column of Appendix I. to this 
memorandum informs the wholesaler whether any 
article he sells is or contains a statutory poison. 
Some of these statutory poisons—for example, 
builders’ materials, matches, and motor lubricants— 
are exempted from control. The exempted poisons are 
shown in the third column and footnote of Appendix I. 
Those not exempted may come under the category 
of First-schedule substances or they may not. Thus 
the wholesaler may be selling arsenical substances or 
substances containing arsenic as an impurity. Provided 
the substance sold does not contain the equivalent of 
0-01 per cent. or more of arsenic trioxide, it does not 
fall within the First-schedule and may be sold subject 
to certain clearly defined restrictions as described in 
parts II. and II].of the memorandum. If however the 
substance contains, let us say, barium carbonate in 
any percentage whatsoever, or atropine in a per- 
centage of 0-15 or over, it comes within the First- 
schedule and is subject to further restrictions which 
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are described in part IV. of the memorandum. The 
fourth column of Appendix I. shows whether 
substances fall within the First-schedule or not, but 
if the wholesaler is in any doubt he should consult 
an analytical chemist lest he unwittingly renders 
himself liable to prosecution. He must realise that 
the quantity of poison present in a substance that he 
sells is a matter of fact and not a matter upon which 
the Home Office or any other body can give a ruling. 

Memorandum No. 3 concerns practitioners and 
institutions. Various approved types of hospital 
and institution, provided that certain conditions are 
complied with, are relieved from the provisions of 
the Act and rules (except Rule 20) and may supply 
poisons to out-patients. The conditions include, 
among others, the necessity of keeping a record of 
any First-schedule substance supplied. There are also 
precise rules for supply and storage of poisons within 
institutions. 

Memorandum No. 4, for those engaged in agriculture 
and horticulture, explains how the rules for pro- 
fessionals differ from those for amateurs. The 
amateur wishing to buy First-schedule substances 
must either be known to the seller as a fit and proper 
person to whom the poison may be sold or else produce 
a certificate of character, in the form printed in the 
appendix to this memorandum, signed by a house- 
holder. The amateur must also sign the poisons 
book kept by the seller; nor can he buy direct froma 
wholesaler. The professional, on the other hand, 
though subject to formalities when buying First- 
schedule substances, has wider sources of supply. 
Not only may he obtain poisons direct from a whole- 
saler but the range of poisons which he can buy from 
a listed seller is wider than the amateur’s. Thus the 
professional may buy various arsenicals and mercurials 
in the form of sheep dips, insecticides, and fungicides. 
Moreover, unlike the amateur, he may buy through 
agents. But neither the professional nor the amateur 
may buy from a van “at the door.” 





Mr. Walter Elliot, M.B. Glasg., F.R.S., who has 
for the last four years been Minister of Agriculture 
and Fisheries, has been appointed Secretary of State 
for Scotland. 


Colonel H. T. Bates, O.B.E., T.D., M.B., Territorial 
Army, has been appointed honorary physician to the 
King, in succession to Colonel L. D. Bailey, C.B., 
M.C., T.D., Territorial Army, who has retired. 


Sir John Parsons, F.R.S., president of the Royal 
Society of Medicine for the current year, has recently 
visited the United States as the guest of the American 
Academy of Ophthalmology and Otolaryngology. 
During his visit to New York he was the recipient of 
the Lucien Howe medal of the American Ophthalmo- 
logical Society, previous recipients of which have been : 
Carl Koller, Alexander Duane, Ernst Fuchs, Edward 
Jackson, Priestley Smith, Theodor Axenfeld, F. H. 
Verhoeff, and G. E. de Schweinitz. An address 
delivered by Sir John to the American Academy, 
on Ophthalmology and Research, will be published 
shortly in the British Journal of Ophthalmology. 


Sir Alfred Blenkinsop, who died on Nov. 3rd at 
Frensham, Surrey, in his 72nd year, was assistant 
commandant at the R.A.M. College, Millbank, 
when war broke out in 1914 and was then in succession 
assistant director-general Army Medical Services 


at Whitehall and deputy director of medical services 
in the Eastern Command. On his retirement in 
1923 with the rank of major-general he was made 
K.C.B., and appointed honorary surgeon to the King. 
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A Series of Signed Articles contributed by invitation 


CXIX.—PROGNOSIS IN CANCER OF THE 
RECTUM 
(Concluded from p. 1057) 


PROGNOSIS BASED ON ST. MARK’S HOSPITAL STATISTICS 


(a) Operative mortality—Table II. shows that in 
St. Mark’s Hospital the operative mortality for 
286 perineal excisions has been only 7 per cent., 
which figure is almost identical with that of 7-7 per 
cent. recorded by F. W. Rankin (1927) in a series of 
260 perineal excisions. The feature of this Table is 
the group of 46 a cases in which the mortality after 
perineal excision was nil. In the c group the mortality 
from operation was nearly 11 per cent. 


TaBLeE II 


Showing Operation Mortality after Radical Excision of the 
Rectum, (St. Mark’s Hospital) 





Combined excision 


Perineal excision. (abdomino-perineal or 








Classifica: | perineo-abdominal), 
tion of — - 
growth. | Sub- Died Op. mor-| Sub- Died Op. mor- 
| mitted from tality mitted from tality 
toop. op. (per cent.) to op, op. (per cent.) 
Group A 46 0 0-0 13 2 154 
” B 100 5 50 58 | 17 29°3 
” Cc 140 15 10°7 85 20 23°5 
Total . 286 20 7 156 39 25 





The parallel figures for 156 cases of combined 
excision of the rectum (23 abdomino-perineal, 133 
perineo-abdominal) are now recorded, the total 
mortality being 25 per cent.; this figure expresses 
the danger of combined excision of the rectum when 
it is necessitated by the height of the growth or, in 
advanced cases, by the hope of reaching above the 
level of lymphatic spread. The 133 perineo-abdominal 
excisions now referred to represent the first large 
series of this _peration: no age limit has been 
observed and the operation has been done with success 
up to the age of 77; 24 cases were aged 65 or over. 
A number of unsuitable subjects on account of 
stoutness or general frailty have come safely through 
the operation and there is reason to hope that with 
increasing experience a lowering of the operation 
mortality may be achieved. For purposes of com- 
parison the Ministry of Health statistics may be 
mentioned, an operation mortality of 32 per cent. 
being found in 100 collected cases. 

(b) Operability rate-—No statement regarding opera- 
tion mortality can be regarded as complete unless 
the rate of operability is shown. For instance, if 
a series of cases is chosen in which the borderline 
cases are excluded, the series actually operated upon 
will certainly contain a larger proportion of A cases 
with a resulting advantage to the figure for operative 
mortality and end-results. At St. Mark’s Hospital 
for the years 1921-31 the operability rate was 
54 per cent.; during 1934 the rate was 53 per cent., 
and for 1935 it was 60 percent. This high operability 
rate was achieved partly by judicious selection of 
operation—i.e., perineal excision for lower third 
tumours, perineo-abdominal excision for advanced 
and upper third tumours, and partly by the policy 
of not rejecting any borderline case as inoperable 
without an exploratory laparotomy. 


PROGNOSIS 


SURVIVAL RATE 

The five-year survival rate has now been worked out 
for cases of perineal excision operated upon in 
St. Mark’s Hospital subsequently to the adoption 
of pathological grouping and not later than October, 
1931 (Table III.). 

TABLE III 
Results of Perineal Excision on a Five-year Basis 








Untraced Pe t 
Cotarowth,” | gurvivais, ‘ofother | $year. ofS veas 
causes. | *  gurvivals, 
Group A ee 30 2 26 93 
» B oe 50 7 28 65 
” Cc ee 62 5 13 23 
Total oo | 142 14 67 52 


Apart from the fair figure of 52 per cent. of five-year 
survivals for all three groups combined, this Table 
shows the remarkable figure of a 93 per cent. survival 
rate for a cases. A result such as this cannot be 
without significance : it must assuredly be an index 
of what can be achieved in a larger series of A cases, 
and should serve as good propaganda in favour of 
early diagnosis, and earlier submission of suspected 
cases to skilled examination and surgical treatment. 
It has been shown (Table I.) that the a cases constitute 
15 per cent. of operable cases ; this means that if all 
cases, operable and inoperable, are taken together, the 
A group would form less than 10 per cent., which is 
a sadly low percentage and is capable of improvement. 

In young subjects the prognosis of rectal cancer is 
much worse than the average; this aspect of the 
disease has been reported on by Rankin and Comfort 
(1929). That in young subjects only a small propor- 
tion prove to be operable is due no doubt to the 
rapidity of the growth and late diagnosis. The cases 
treated by resection show an increased proportion 
in the c group, and a higher percentage of Grades 3 
and 4 by Broders’ classification. The occasional 
good result however should encourage radical 
treatment, and the St. Mark’s records show the names 
of five patients under 35 years of age who have 
survived the five-year period. 


UNFORESEEN FACTORS 


Under certain conditions a good prognosis may 
be invalidated unexpectedly :— 

1. In the course of extrarectal spread there may 
occur a malignant invasion of one or more of the 
superior hemorrhoidal veins with risk of malignant 
emboli reaching the liver by the blood stream. This 
intreduces an element of chance in every radical 
operation, for even when the liver feels smooth, 
central secondary deposits may already be present, or 
emboli may be set free during the operative 
manceuvres. 

2. A second carcinoma independent of the rectal 
growth may be present in the colon above the level 
reached by an excision of the rectum, or it may 
develop subsequently ; this has happened on several 
occasions after perineal excision, the new growth 
arising in the blind loop of pelvic colon between the 
colostomy and the pelvic floor. 

3. Malignant disease in other organs is known to 
have brought about the death of five patients in the 
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St. Mark’s Hospital records after a successful excision 
of the rectum: thus two a cases have died from 
carcinoma of the ovary and thyroid respectively ; 
a B case from carcinoma of the larynx; one case 
has died from primary carcinoma of the lung more 
than five years after perineal excision, and another 
from carcinoma of the breast more than four years 
after perineal excision. 


CONCLUSIONS 


A thorough general and local examination is 
necessary to decide whether or not the patient is 
fit to stand the operation of excision of the rectum 
for cancer. Slightly more than half the cases prove 
to be operable when first examined by the surgeon. 
The prognosis for patients who have been treated by 
rectal excision depends on the extent of spread of 
the tumour. This can be decided by pathological 
examination of the excised specimen, and it may 
be said with confidence that in the a type of case 
the malignant disease is completely eradicated by 
rectal excision, and the prognosis may be described 
as excellent. In the B type of case the majority of 
the patients have no further recurrence of the disease 
but a few die from pelvic or hepatic metastases ; 
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those cases in which the peritoneal surface of the 
growth has become ulcerated are liable ultimately 
to show signs of peritoneal dissemination, but on the 
whole the prognosis may be described as good for 
B cases. For the c type of case with glandular 
metastases the prognosis is doubtful; in any given 
case it is important to decide whether only the 
regional lymphatic glands are affected or whether 
the glandular spread has extended up as far as the 
point of ligation of the hemorrhoidal or inferior 
mesenteric vessels. Finally it may be noted that 
the prognosis is always relatively good in the tumour 
which falls into histological malignancy Grade 1, 
whereas tumours of Grade 4 usually grow very rapidly 
and lead to death in a few months. 

The statistics in this paper are obtained from the 
Cancer Follow-up Scheme of St. Mark’s Hospital, 
which scheme has been financed by the Medical 
Research Council since 1922. The section dealing 
with pathological investigations and their relation 
to prognosis has been written in collaboration with 
my colleague Dr. Cuthbert Dukes, to whom I am 
indebted for the figures shown in Table I. 

W. B. Gapriet, M.S., F.R.C.S., 
Surgeon to St. Mark’s Hospital. 
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Durine the past month we have published extracts 
from, or abstracts of, eleven of the lectures delivered 
at London teaching schools during the autumn post- 
graduate courses. Resuming the series after a week’s 
interval we summarise the addresses given by 
Mr. Patterson at the London Hospital and by Dr. 
Sheldon at King’s. 


HOARSENESS 
(MR. NORMAN PATTERSON) 


HOARSENESS may be a fleeting affair due to 
temporary interference with phonation, caused for 
example by a foreign body passing through the 
glottis. In acute laryngitis it may last for a few 
days. At birth or soon afterwards, as the result of 
maldevelopment or congenital syphilis, hoarseness 
may arise which persists throughout life. 

Hoarseness may be periodic or vary in character 
from time to time. Many different degrees are met 
with, ranging from the raucous voice of chronic 
alcoholism to the soft whisper of functional aphonia. 
Serious deterioration in the singing voice, especially 
in tenors and sopranos, may be caused by conditions 
which would have no effect on ordinary speech. 
Hoarseness is nearly always due to some affection of 
the vocal cords, but the voice may be altered by 
changes elsewhere; for example, nasal obstruction, 
altered conditions in the soft palate and pharynx, 
and tracheal obstruction. Correct functioning of the 
cords depends on several factors. The slightest 
irregularity on the edge of the cord caused by an 
almost invisible nodule such as a singer’s node, 
uniform thickening of the cord due for instance to 
chronic laryngitis, interference with movements at 
the crico-arytenoid joint—perhaps the most important 
joint in the whole body—may cause changes in the 
voice. 

Sometimes inflammation spreads to the internal 
tensor muscles and during phonation the cords fail 
to approximate, leaving an elliptical gap. This allows 
air which ought to be employed in voice production 


to escape, a condition known as “ phonative waste.” 
The same thing happens where a cord is completely 
paralysed. Although the larynx of a hoarse patient 
may appear normal on examination, it is very unwise 
to make the statement that there is nothing the 
matter. Conversely, marked changes are sometimes 
present without causing hoarseness. Abductor 
paralysis may have developed, but so long as the 
adductor muscles remain active the voice will remain 
unimpaired. Sometimes in cases of complete paralysis 
of one cord compensation has taken place and the 
patient may speak and even sing normally. An 
ulcer or tumour may be present on the epiglottis, 
ary-epiglottic fold, or below the cord without causing 
any change of voice. 

As is the case with many machines, lubrication 
plays an important part. The ventricles, which 
contain many mucous glands, pour their secretions 
on to the upper surface of the cords. Diminution in 
the supply of mucus causes dry laryngitis which is 
sometimes associated with some general condition 
such as diabetes. Mucus or muco-pus may descend 
into the larynx in such conditions as nasal sinusitis, 
or adenoids, or excessive secretions may ascend from 
the lower air passages in bronchiectasis, and other 
lung diseases. The voice will be muffled and phlegmy, 
and if there is accompanying laryngitis it will be 
hoarse. Sometimes the secretions dry and form 
crusts of considerable size which cover the cords and 
interfere with phonation. Such cases are generally, 
but not always, associated with crusting in the nose 
(ozena). I have seen this disease when limited to the 
larynx cured in a child by the removal of adenoids. 

I shall consider very briefly some diseases in 
which hoarseness is an important symptom. 
Cancer of the larynx originating on the vocal 
cord is worthy of special attention. No patient 
over 40 should be allowed to suffer from hoarseness 
for more than a month without a laryngeal examina- 
tion being made by an expert. The condition is 
much more common in men but it may occur in 
women, and it is sometimes met with in compara- 
tively young people. Patients with cancer of the 
larynx are frequently treated for months with gargles 











THE LANCET] 


POST-GRADUATE LECTURES 








and inhalations, and the opportunity of removing a 
tumour in its early stages is lost. This is a tragedy 
of the first magnitude, for cancer of the vocal cord 
when diagnosed early can be operated on with 
lasting success in 70-80 per cent. of cases. Can 
comparable results be obtained in any other region 
of the body ? 

In laryngeal tuberculosis the voice is generally 
weak. Definite huskiness may be observed although 
the laryngeal changes amount to no more than 
slight anemia or unilateral or patchy congestion. 
Sometimes the cords fail to approximate on phonation 
and the condition is liable to be diagnosed as one of 
functional aphonia. Characteristic tuberculous lesions 
may be present in the larynx, when the most expert 
physician can find no evidence of disease in the 
chest. In tuberculosis affecting the right apex and 
pleura paralysis of the corresponding cord may occur. 

Lupus of the larynx, which if it affects the cords 
will also cause hoarseness, generally follows nasal 
lupus; the laryngeal disease responds more readily 
to treatment. True tuberculosis begins in the lungs 
and is never primary in the larynx. Later on the 
pharynx may become affected. The higher up the 
lesion in genuine tuberculosis the more serious it is 
and the more difficult to cure. 

Syphilis is a fairly common cause of hoarseness. 
The inherited form may appear shortly after birth or 
at puberty. In adult patients secondary or tertiary 
lesions give rise as a rule to characteristic appearances, 
and syphilitic manifestations may occur elsewhere. 

In differentiating between malignant disease, 
tubercle, and tertiary syphilis, examination of the 
sputum and blood will prove a helpful diagnostic aid. 

Various innocent tumours, and swellings due to 
chronic inflammation, can produce hoarseness. The 
diagnosis between these and more serious conditions 
may present considerable difficulty. Organic disease 
affecting nerve centres in the medulla or nerve- 
fibres passing from these centres to the laryngeal 
muscles may give rise to dyspnea or dysphonia. 
Medullary lesions generally cause bilateral paralysis, 
lesions in the course of nerve-fibres paralysis on the 
same side. Diagnosis is facilitated by an accurate 
knowledge of the relationships of the various medullary 
nuclei and of the nerves which spring from the cells 
of these nuclei. You will remember that in the 
neck the vagus which carries motor and sensory 
impulses to the larynx lies in fairly close proximity to 
the sympathetic chain and to the phrenic. Associated 
paralysis is a fairly common phenomenon and the 
nature of the combination of nerves affected may 
indicate the situation of the lesion. In some grave 
conditions the key to diagnosis may be forthcoming 
after a laryngeal examination. I may instance such 
diseases as locomotor ataxy in which laryngeal 
symptoms may develop years before any others, 
aortic aneurysm, and cancer of the cesophagus or lung. 
It is well known that laryngeal paralysis may follow 
an operation on the thyroid gland; it is not so 
generally recognised that long after an apparently 
successful operation for cancer of the breast paralysis 
of a vocal cord may indicate metastases in the 
mediastinal glands. 


ABDOMINAL TUBERCULOSIS IN 
CHILDHOOD 
(Dr. WILFRID SHELDON) 
Waite the diagnosis of many other diseases has 
been simplified by new methods of investigation, the 


diagnosis of abdominal tuberculosis remains strictly 
clinical. 
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The great majority of the cases are the result of 
infection with the bovine type of tubercle bacillus, 
the bacilli reaching the abdomen through the medium 
of raw cow’s milk and to a less extent in cream, 
which probably accounts for the fact that the condi- 
tion attains its highest incidence in the second year, 
at a time when cow’s milk is still the main consti- 
tuent of the diet. That a small proportion of the 
cases are due to infection with the human type of 
bacillus is not to be wondered at, for of course milk 
may be infected from human sources. Moreover, 
children with intrathoracic tuberculous lesions often 
cough up sputum which they swallow instead of 
spitting out, and so secondarily infect the abdomen ; 
in fact it is quite common to find at the post-mortem 
examination of a child who has died from intra- 
thoracic tuberculosis, lesions of more recent date in 
the intestines or mesenteric glands. 


PATHOLOGY 

The pathological events in the abdomen can best 
be visualised under the three headings of intestinal 
ulceration, tabes mesenterica, and peritonitis. 

Intestinal ulceration is found in about a fifth of 
the cases. When ulcers form they are usually to 
be seen in the lower end of the ileum, often com- 
mencing in Peyer’s patches, and spreading in a cir- 
cular fashion round the bowel. In severe cases they 
may coalesce and give rise to destruction of large 
areas of that very part of the mucosa where the 
products of digestion are chiefly absorbed. Perfora- 
tion of a tuberculous ulcer leading to septic peri- 
tonitis is quite exceptional, probably because before 
perforation can take place the affected portion of 
intestine has already become shut off by adhesions 
from the general peritoneal cavity. 

Tabes Mesenterica.—Tuberculosis of the mesenteric 
glands is the most common form of abdominal tuber- 
culosis to be found post mortem. The glands first 
affected are as a rule those that drain the lower end 
of the ileum, and are therefore situated in the lower 
end of the mesentery in the right iliac fossa. The 
infection may spread thence to involve glands higher 
up the mesentery, or the para-aortic chain of glands 
may become affected, and occasionally the process 
may reach as high as the mediastinal glands. When 
the mesenteric glands over a large area are involved 
the lacteals may become so obstructed that the 
absorption of fat from the intestine is interfered with, 
and the stools then become as fatty as the stools in 
celiac disease. In many cases the glands heal by a 
process of fibrosis and calcification ; in others they 
become adherent to neighbouring coils of intestine, 
and, even years after healing has taken place, the 
adhesions may give rise to symptoms of intestinal 
obstruction. Lastly there is a danger that the 
glands may soften, and their contents leak into the 
peritoneum to cause tuberculous peritonitis. 

Tuberculous Peritonitis.—Infection of the peri- 
toneum gives rise at first to the formation of miliary 
tubercles, to which the peritoneum may react by 
the production of a serous effusion. When the 
infection has been a mild one, the gradual absorption 
of the ascitic fluid may coincide with recovery, but 
more often as the fluid disappears the intestines 
become matted together into a conglomerate mass— 
plastic tuberculous peritonitis. The more severe 
cases omit the ascitic stage, plastic peritonitis being 
the first evidence that the peritoneum has become 
involved. Occasionally, owing to previously formed 
adhesions, tuberculous peritonitis develops only 
locally. An abscess then forms, and is usually 


situated in the right iliac fossa. 
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SYMPTOMS 


The symptoms are most conveniently considered 
under the same headings as the pathological events, 
but it must be understood that the various stages 
may overlap, and the physician must be prepared 
to find any combination of them in one and the 
same child. 

Tuberculous Enteritis.—The onset is insidious, and 
the child is brought on account of abdominal pain, 
diarrhea, or loss of flesh. The pain is colicky, and 
situated round about the umbilicus. The stools 
tend to be loose, and may contain pus and blood, 
and the tubercle bacillus may be recovered from them. 
The general effects of tuberculous infection are 
generally prominent—loss of flesh is rapid and obvious, 
the temperature shows a daily swing over several 
degrees, and flushing of the cheeks and sweating are 
usually present. On examination the abdomen is 
reminiscent of typhoid fever—it is tumid, a little 
resistant, and diffusely tender. 

Tabes Mesenterica.—This, the commonest form of 
abdominal tuberculosis, has the least conspicuous 
symptoms and signs. The first complaint is likely 
to be abdominal pain of a niggling vague character, 
localised, if anywhere, to the region of the umbilicus, 
and not particularly related to the taking of food. 
By the time the child is first seen these pains have 
been present for several weeks, and the weight 
has either been stationary or may have dropped 
a little, the appetite has been poor, the bowels 
have been alternately loose or constipated, and 
the temperature has been raised a degree or two. ‘ 

There is one essential physical sign—the glands 
are palpable. They are most likely to be felt in the 
right iliac fossa as small slightly movable pellets, 
the size of an acorn, and they may be a little tender. 
There is often real difficulty in telling them from 
fecal masses; the latter can sometimes be indented 
by firm palpation, but it is unwise to try to indent 
a tuberculous gland for fear of rupturing it, and 
often a final opinion must be deferred for a week or 
so while a course of laxatives is given, for if at the 
end of this time the pellets have moved or disap- 
peared, the fear of glands can be excluded. Occa- 
sionally the glands are situated below or to the left 
of the umbilicus, and I have found them between 
the umbilicus and the left costal margin. 


Tuberculous Peritonitis.—The ascitic form seldom 
presents much difficulty, for ascites which has arisen 
insidiously, is, in a child, almost always due to taber- 
culosis. Loss of flesh, fever, and a history of abdominal 
pains and a failure of nutrition for some weeks pre- 
viously afford corroborative evidence. 

The outstanding feature of the plastic form of 
peritonitis is the “‘doughy” feeling of the abdomen 
when it is palpated. The abdomen is swollen, slightly 
tender, and diffusely resistant so that structures 
within cannot be felt. The impression is as though 
the abdomen has been tightly packed with cotton- 
wool. The omentum tends to become bunched up 
into an adherent mass lying across the epigastrium, 
where it may be felt as a sausage-shaped tumour. 
It can be distinguished from the liver by the fact 
that it has an upper as well as a lower border, and 
from the much less common tumour of a chronic 
intussusception in that it does not undergo periodic 
hardening, nor is accompanied by peristalsis. 

The general symptoms of tuberculous infection 
are as a rule prominent in the plastic form of peri- 
tonitis. The temperature is high and swinging, there 
yf be much sweating, and there is a striking loss 
of flesh. 


Ausiliary Examinations.—There are three in num- 
ber. (1) When there is tuberculous enteritis, exami- 
nation of the stools may show the presence of tubercle 
bacilli. (2) X ray examination of the abdomen may 
be undertaken with the object of demonstrating 
tuberculous glands, although these will only show 
if they have already begun to heal by calcification, 
and therefore a negative X ray picture cannot be 
taken to exclude the diagnosis. (3) The Mantoux 
tuberculin test may also be used. It consists of the 
intradermal injection of 0-1 c.cm. of 1: 1000 tuber- 
culin. Stronger dilutions of tuberculin are often 
used, but there is a risk that they may set up a severe 
reaction, and it has been my experience that more 
help ‘is to be gained by keeping the tuberculin at 
as weak a strength as 1: 1000. A positive reaction 
develops in 24-28 hours as a raised cedematous red 
area at the site of inoculation; the swelling lasts 
for four or five days, and some staining of the skin 
may remain for a few weeks. In general terms a 
positive reaction during the first three years of life 
may be taken as corroborative evidence of the 
presence of an active focus of tuberculosis, but after 
this age it merely means that the child has at some 
time been infected with the tubercle bacillus, and 
does not necessarily imply that the symptoms under 
consideration are due to tuberculosis. A negative 
reaction is of much value in helping to exclude tuber- 
culous infection, provided that it is borne in mind 
that the reaction is likely to become negative in the 
event of acute tuberculous disease such as tuber- 
culous peritonitis or miliary tuberculosis. 


TREATMENT 


The two essentials are rest and fresh air. To 
begin with rest should be absolute, the child spending 
all day in bed, and it is an advantage to obtain the 
services of a trained nurse. The period for which 
rest should continue may be judged by the tempera- 
ture, the pulse-rate, and the sedimentation-rate of 
the red cells, for convalescence should not begin 
until these three have fallen to normal limits. With 
regard to fresh air, the child should spend as much 
of the day as possible out of doors on a balcony or 
in the garden. The clothing needs to be warm but 
light, and the child should not be muffled up too 
much ; indeed, there is every advantage in allowing 
short exposures of the trunk and limbs to the sun 
and air. The diet must be as nourishing as the 
child’s appetite will allow, but ‘‘ roughage,” including 
articles of diet which contain an indigestible cellulose 
residue, should be omitted, for if the mucosa is 
ulcerated they could do nothing but harm. As to 
drugs, cod-liver oil and malt, creosote M } with malt, 
or equal parts of syrup of the iodide of iron and 
malt, may all be usefully employed. Intestinal anti- 
septics such as salol (gr. 1) or iodoform (gr. $) may 
also be given. The inunction of drugs into the 
abdominal wall, such as cod-liver oil, mercury, or 
iodoform, has been recommended, but to massage the 
site of the disease is inconsistent with complete rest ; 
and, moreover, there is no good reason to suppose 
that a drug rubbed into the anterior abdominal wall 
is any more likely to reach glands situated on the 
posterior abdominal wall than would inunctions 
over other parts. 

A wide trial has been made of injections of tuber- 
culin. It is important to give small doses, beginning 
with 0-00001 mg., and provided that this does not 
give rise to any reaction, to repeat the injections 
at ten-day intervals; but in my experience this 
treatment seems to have made little effect. 
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AND 


Ir cannot be claimed that the Post Office is repre- 
sentative of industry at large, but it is numerically 
the largest employer of labour in this country, with 
a total staff of some 185,000 men and 55,000 women. 
It also embraces a great variety of employments, 
outdoor and indoor, manual, technical, and clerical. 
Its experience, therefore, in the incidence of pul- 
monary tuberculosis, and in the after-history of cured 
or arrested cases that have returned to duty, may 
perhaps be of some general interest. As regards 
incidence rates, those to be quoted are in respect of 
the established staff of about 121,000 men and 
35,000 women, all of whom have ‘been subjected before 
establishment to a very thorough medical examina- 
tion. But, on the other hand, they have all been 
between the ages of 16 and 60, which embraces the 
period of life during which pulmonary tuberculosis 
is most likely to manifest itself, whereas incidence 
rates reported for the community at large must be 
based upon a population including very large numbers 
of persons below and above these ages, in which the 
occurrence of pulmonary tuberculosis is relatively 
uncommon, and must therefore, to a considerable 
extent, be diluted by these. Between the years 
1914 and 1935, the incidence rate of pulmonary 








population of England and Wales. The tendency, 
however, in common with recent general experience, 
has been in the direction of a steady decrease ; and 
the incidence rate for the year 1935—namely, 1-04 per 
1000 employees—was the lowest in Post Office records, 

As regards the rate of incidence amongst Post 
Office workers in London and those in the provinces, 
the average rate of incidence for the years 1920 to 
1935 inclusive was 1:55 per 1000 employees for 
London, as compared with 1-43 per 1000 for the 
provinces. As between men and women workers, 
the average rate of incidence for the years 1920 to 
1935 inclusive was 1-54 per 1000 of male workers 
and 1-24 per 1000 of female workers. Over the same 
period, the average rate of incidence amongst manual, 
mainly outdoor workers, was 1-92 per 1000 in London 
and 1-56 per 1000 in the provinces, as compared with 
1-21 per 1000 for non-manual indoor workers in 
London and 1-06 for non-manual indoor workers 
in the provinces. It will thus be seen that the highest 
rate of incidence has been amongst manual, mainly 
outdoor, workers in London and the lowest amongst 
non-manual indoor workers in the provinces, the 
comparative advantage in the case of the latter 
group being 0-86 per 1000 employees. 


TABLE I.—Age-distribution of 1848 cases returning to 
work in the years 1914 to 1926 inclusive 
No. of cases. 


Age in years. o 
Men. 





Women. 
Under 20 T on eé 35 17 
Between 20 and 30 420 143 
30 ,, 40 661 chal 55 
Over 40 e 488 nee 25 


Four cases occurred in earlier years whose ages could not be 
traced. 


Unfortunately, accurate statistics of the numerical 
composition of the whole Post Office staff for the 
observed years, in age-groups, are not available ; 





tuberculosis in the established staff of the Post and therefore percentage incidence rates in age- 

Office has in some years been less and in some frac- groups cannot be given. For what it is worth, 
tionally higher than that reported for the whole however, Table I. has been constructed. 
TABLE II.—ANNUAL WASTAGE FOR FIRST TEN YEARS AFTER RESUMPTION OF WORK 

A= Retired, or died of pulmonary tuberculosis. B= Retired, or died of other causes. C= Retired for non-health reasons. 

$8y Year— fe 

SEE lst 2nd 3rd 4th. 5th. 6th. 7th. 8th. 9th. 10th. ES 

Year. 235 58 

EES ~ sat ee = Pi — = 3 

OER $a 

. a|Bo|A BC|A BC A BO AIB;CIA|BC\AIB C/A \BC/A'BC 1 Blo Zz 

—— mf oe ee ee ee ee ee ee CC {—— -_ — 

1914 | 156 ‘| 2 | 23)..| 5 | 24 4; 91 4/6|..)4/6/2)2/3)..)2/ 2/1) 2/21/12, 2) 2)..) 1 46 

1915 | 128 1}. .- | 181..1 8 | 15] 81 2 | 20} 31 4/8]..)8]siaj..]/s{aajals 1 7/1 i 69 38 

1916 | 154 8 |..| 1 | 22) 2) 2 | 16 2). 8} 1,4)|.7/1 Bj..). 2) 2 2 17/3 i). 79 «0s «58 

1917 | 143 4|.... | 25 36) 1521, 5 sj1|.. | |... 2| 8 25 1 2.. 1}aj..J.. | 72 | 56 

1918 | 180 | 2/1! 1 | 20) 1) 3/ 21) 1) 1 | 20)..) 2) 7/2) 2) 2)..)2)5)..)1) 2) 21/2 1/1/a)4! 78 85 

1919 | 166 | 3j../ 2 | 191 1) 3] 13} 113/ 6../5'6/1)4)5/83)/3/23)/33)1) 2/1] 1)1 6 ‘| 2| 76 65 
| | | 

1920 | 147 | 1].. 13, 3} 3|13}1,1/| 6 25/6 Be TSE PETA Sia. 18 2 2| 2 54 17 
= 

1921 | 127 | 1 Is 2] 16 1/2/10) 1/6| 6114/2 2/\3 SUBi 5 2 2/1/11. 49 58 

1922 | 104 th 1/13 1)1| 11) 3 2 ee “(eee TRE ae eee 1..J1 7 40 

1983 | 145 | 2|../ 1] 9 1/1] 19 2) 5 | 11) 111| 5/2) 1/]6)]..)2]8]..J 1] 3 1/si2iiisi2 79 53 

| | | | | | 
1924 | 141 Is | 922/18 31) 7 2/9 S5igiii2i6|..jals 1 | 2 66 54 
| | | | 

1925 | 149 .. |..|.. | 10, 1) 4 | 15,1 5 | 17.. 4/1/2/|5/j1|../6 2 he si1i1)|2 1/3 1 71 63 

1926 | 108 |.. }../ 1 | 8 2) 3/11 i... | osialioialalsiajals 1). 1 4\..)1 51 46 

9/23 (54 8/17 46 |10/20 27 |12)13 17 4.18 22 12|14 885 740 


| 1848 a7 |2 12 199)18]40 [201 20 31 1041535 78 
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Turning to the after-history, in ordinary working 
conditions, of cured or arrested cases of pulmonary 
tuberculosis, it should, perhaps, first be made clear 
that, as long as there is a reasonable prospect of 
recovery to render regular and efficient service, the 
Post Office has been prepared to allow very prolonged 
periods of sick absence, frequently exceeding a year 
in duration. It has been found, however, during the 
last twenty-two years, that the percentage of cases 
of pulmonary tuberculosis able to return to work 
has remained fairly constantly at not more than 50. 
Thus, of a group of 3755 cases occurring in the years 
1914 to 1926 inclusive, the number resuming duty 
was 1848: the after-history of this group during 
the first ten years following resumption of work is 
shown in Table II. 

It will be seen that of this group of 1848 cases 
there had been—ignoring retirements for other 
causes—a further wastage by the end of ten years 
of 775 cases due to recurrent pulmonary tuberculosis, 
and 110 cases due to other forms of ill-health—i.e., 
a total wastage due to ill-health during the ensuing 
ten years after resumption of work of about 48 per 
cent.—an approximately 44 per cent. wastage having 
occurred during the first six years after resumption, 
and of the survivors, another 16-6 per cent. wastage 
during the next four years. 

It is usual in the Post Office, on resumption after 
pulmonary tuberculosis, to arrange, whenever pos- 
sible, for a period, often prolonged for several years, 
of regular indoor duty. And, although the climatic 
factor, per se and in most cases, is regarded as con- 
siderably less important than those of personal 
régime and immediate domestic environment, trans- 
fers are not infrequently arranged to country or 
seaside places. Nevertheless experience has shown that 
the subsequent wastage due to recurrent pulmonary 
tuberculosis or other ill-health is somewhat higher 
in the manual, mainly outdoor, classes (male) than 
in the others. Thus, out of a group of 950 such 
workers, returning cured or arrested in the years 
1914 to 1926 inclusive, there had been a wastage 
of 578, or roughly 60 per cent., as the result of recur- 
rent pulmonary tuberculosis or other ill-health, by 
the end of ten years. Out of a group of 542 light 
manual or clerical indoor workers (male) returning 
cured or arrested in the same period, there had been 
a wastage for these causes of 272, or roughly 50 per 
cent. 

As regards the industrial survival rate amongst 
women workers returning cured or arrested, the 
relatively large number of subsequent resignations, 
not specifically attributed to ill-health—and many, 
no doubt, for marriage and domestic reasons—tends 
to invalidate any conclusions. Of a group of 231 
such cases returning to work in the years 1914-26 
inclusive, 65 had either died or retired from recurrent 
pulmonary tuberculosis, and 17 from other forms of 
ill-health by the end of ten years, 82 of the group 
being still in the Service at the end of that time. 

Given industrial survival after ten years, however, 
the further outlook would appear to become less 
unfavourable ; and in a group of ten-years’ survivors, 
whom it was possible to observe for another five 
years, there was a wastage, by the end of that period, 
of not more than about 14 per cent., 39 of the subse- 
quent deaths or retirements having been due to 
recurrent pulmonary tuberculosis and 28 to other 
causes. 


CONCLUSIONS 


On the general basis, therefore, of a group of 
3755 cases of pulmonary tuberculosis occurring 


during a period of thirteen years and observed for 
not less than ten, and in some cases for more than 
twenty, subsequent years, it can be stated :— 

1. That of those who incur pulmonary tuberculosis, 
not more than 50 per cent. are able to return to 
work, even after prolonged periods of treatment. 

2. That of those who return there has been a 
further wastage of about 48 per cent., as a result of 
recurrent pulmonary tuberculosis or other forms of 
ill-health, by the end of ten years, the heaviest 
wastage having occurred in the first six years. 

3. That in respect of the incidence amongst them 
of pulmonary tuberculosis, light manual or clerical 
indoor workers would appear to have a slight advan- 
tage over manual, mainly outdoor workers, and a 
10 per cent. advantage in respect of subsequent 
survival in industry after resumption of duty. It 
must be remembered, however, in respect of the 
Post Office, that the years observed have covered a 
period in which its largest mainly outdoor group, 
namely postmen, has included from between 30 to 
40 per cent. of war-disabled men, a considerably 
larger proportion than in any other single group. 

4. That of cured and arrested cases who survive 
a period of ten years, the wastage due to recurrent 
pulmonary tuberculosis or other forms of ill-health 
at the end of a further five years is reduced to about 
14 per cent. 


We should like to record our thanks to all those who 
have assisted in the collection and preparation of the 
above figures, and particularly to Mr. A. W. Scott of the 
medical branch of the Post Office. 





MEDICINE AND THE LAW 





Heart Disease and Sudden Strain 


A WORKMEN’S compensation case, illustrating a now 
established principle, came before the Court of Appeal 
at the end of October (Hilton v. Billington and 
Newton). Mrs. Hilton’s husband had been employed 
as a lorry-driver. He strained himself last February 
in frequently cranking up a heavy lorry which had a 
choked carburettor. Severe pain followed, and also 
an attack of influenza. After ten days’ absence he 
recovered and went back to work, but he died on 
April 27th. Post-mortem examination showed the 
heart to be in a diseased condition, so that a sudden 
strain might have caused death at any time. When 
the application came before the Hanley county court, 
one doctor said that death was directly due to the 
strain of cranking up the lorry. Hilton’s own 
doctor gave the following evidence of the condition 
when the patient was about to resume work: 
‘* Apparently well recovered when he came to my 
surgery, but heart irregular, heaving impulse.’”’ The 
deputy county court judge said that the heart strain 
might have caused death, but it was one of several 
possible causes and it had not been proved to be 
the effective cause. The Court of Appeal now says 
that the county court misunderstood the doctor’s 
evidence. The doctor’s evidence meant that Hilton 
had recovered from the influenza but not from the 
heart disease ; the county court judge went wrong in 
thinking that the evidence meant that Hilton had 
recovered from the strain. Lord Justice Slesser 
pointed out that there was no evidence of the toxic 
effect of influenza on the patient’s heart ; the county 
court judge had overlooked the continuity of the 
pain up to the time of death. The medical evidence 
showed that the workman was continuously ill from 
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the day of the strain to the day of his death. There 
was testimony which justified the inference that the 
strain was much more than the ordinary strain of 
work. But the fundamental mistake of the county 
court judge lay in his having asked himself if the 
heart strain was or was not the sole cause of death ; 
the true question was whether it did or did not 
contribute to the death. This principle was laid 
down by the House of Lords in James v. Partridge, 
Jones and Co. (1933), where a dipper at some iron- 
works suffered from angina pectoris. 

The Court of Appeal was in doubt at first whether 
the Hilton case should not be sent back for a new trial. 
As, however, there was enough material to establish 
that the heart injury was due to the cranking up of 
the lorry and had been a contributory cause of 
death—in the words of the statute, a personal injury 
by accident arising out of and in the course of the 
employment—the Court of Appeal awarded compensa- 
tion to Mrs. Hilton and put an end to the litigation. 


SCOTLAND 


(FROM OUR OWN CORRESPONDENT) 


THE NEEDS OF GLASGOW UNIVERSITY 


Sir Hector Hetherington, the new principal of the 
University of Glasgow, has been pointing out that 
some of the departments require larger staffs and that 
financial aid is wanted for the permanent equipment 
and maintenance of the University’s work. In 
addition, there are certain departments, such as those 
of geography and psychology, which ought to have, 
not a lectureship, but a full professorship. The new 
department of chemistry, he told the general council, 
will not only exhaust all the capital there is in sight, 
but will add considerably to the ordinary running 
charges of the University. Glasgow, he said, is the 
only university in the whole country where 
benefactions given for scholarships greatly exceed 
the benefactions given for other purposes. Thus 
during a period of six years Glasgow received £47,000 
for land, buildings, equipments, and endowments, 
whereas in the same period no Jess than £130,000 was 
received for scholarships which, valuable though they 
are, do not aid the University directly. In contrast 
to Glasgow, Edinburgh received £300,000 in capital 
benefactions, and in addition £100,000 in scholarship 
money. 

ANTISEPTICS 


Presiding at the Cameron prize lecture delivered 
in Edinburgh last week by Prof. C. A. Browning 
of Glasgow, Prof. Sydney Smith remarked that 
previous holders of the prize include Pasteur, Lister, 
Behring, Manson, and Ehrlich. Prof. Browning’s 
title was Therapeutical Antiseptics, but he confined 
himself to the question of chemotherapy and local 
bacterial infections. In relation to their toxic 
properties for bacteria, he said, the acriflavine and 
proflavine compounds were much less toxic for the 
mammalian body as a whole than substances such as 
mercuric chloride. The field of chemical substances 
investigated has been a very wide one. One difficulty 
has been that when small animals are inoculated either 
infection does not take place at all or the animal dies. 
It was found, however, that a good imitation of a 
human wound infection can be obtained by inoculating 
guinea-pigs with diphtheria, and in the treatment of 
such lesions acriflavine has given better results than 
carbolic acid or saline solution. Likewise in experi- 
ments on intraperitoneal streptococcal infections 
it was found that a considerable majority of animals 
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treated with acriflavine survived, whereas the 
untreated controls all died. Other observers have 
inoculated wounds with streptococci and found that 
treatment with acriflavine and proflavine is more 
effective than excision of the wound. Prof. Browning 
holds that these antiseptics act by damaging the 
virulence of the organisms and that it is not immediate 
killing of the organisms that is responsible for the 
cure. The flavines are known to be actively absorbed 
into the circulation, but experiments have shown 
that they are not carcinogenic, nor has Prof. Browning 
found that they inhibit healing process. Blacklock 
has demonstrated active mitosis in sections of wounds 
that have been treated with these dyes. Antiseptics 
cannot be expected to penetrate into the interior of 
cells or into masses of necrosed tissue and they 
cannot be maintained in sufficient concentration in 
the blood to exercise a useful bacteriostatic action 
there ; nor can they be directed to internal organs- 
with one exception, which is the urinary tract. 
Acriflavine by mouth or intravenously produces 
antiseptic urine in which neither B. coli nor staphylo- 
cocci will survive. Intestinal antisepsis has not been 
obtained. Mellanby tried the effect of acriflavine 
on transportable mammalian tumour and on trans- 
portable fowl sarcoma; the latter, which is believed 
to be due to a virus, was unaffected, while the former 
did not grow on transplantation. 


IRELAND 
(FROM OUR OWN CORRESPONDENT) 


THE VICE-PRESIDENT ON 

On Oct. 28th Mr. Sean T. O'Kelly, vice-president 
of the Executive Council of the Irish Free State and 
also Minister for Local Government and Public 
Health, addressed the Dublin Chamber of Commerce 
on “Social Services.’” He described the expenditure 
on the school medical service as being, perhaps, the 
most valuable and productive part of the expenditure 
on public health. Public affairs, he said, were beset 
with grave perils which could be averted only by the 
unflagging pursuit of social justice. He recognised 
the importance of voluntary effort in regard to 
social services, and held it necessary that they should 
flourish side by side with statutory effort. To indi- 
vidual initiative and voluntary effort were due 
virtually all the social services conducted under the 
wgis of the State at present. New laws in relation 
to social services were mere machinery ; the driving 
force must be found in the spirit of the men and 
women of the country. Speaking of housing, Mr. 
O’Kelly said that at the beginning of his programme 
he estimated the housing need as 75,000 houses ; 
up to the present 35,226 had been provided. The 
curative system of the country in the county and 
district hospitals and similar institutions was under- 
going a real transformation. When the plans as 
regards hospitals had come to fruition he would claim 
that as regards hospitals the country would be 
second to none in the world. Important as were 
curative measures, preventive measures were still 
more important. The real hope of improving adult 
health and physique lay in attacking invalidity at 
its source in childhood. The results of such services 
could not be seen in a day, but in years to come 
their value would be apparent in the diminution in 
invalidity and mortality. He quoted some of the 
findings in the school-children inspected in the city 
of Dublin last year. The number inspected was 
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17,011; of these, 50 per cent. were found suffering 
from dental defects, 23 per cent. from troubles of 
the nose and throat, 24 per cent. from eye troubles 
or defective vision, 3 per cent. from ear defects, and 
17 per cent. had various other defects or disorders. 


AUSTRIAN SOCIETY FOR 
RONTGENOLOGY AND RADIOLOGY 


(FROM OUR VIENNA CORRESPONDENT) 





THIS society, which was founded only about 
eighteen months ago, held its first congress in Vienna 
early in September last. The three chief subjects 
chosen for discussion were: (1) X rays in relation to 
symptoms and organic function, which was presented 
by Loeb (Graz); (2) clinics and methods of X ray 
cinematography, presented by Dessauer (formerly 
in Berlin, now in Istanbul); and (3) principles and 
development of réntgentherapy, its methods and 
its biological basis, by G. Schwarz (Vienna). The 
introductory address was delivered by Prof. Freund, 
the veteran pioneer of X ray therapy. 


MAIN DISCUSSIONS 


In the first discussion Loeb and Schiller discussed 
methods of cerebro-spinal X ray examinations, 
which have been developed lately by means of 
contrasting fluids. Prof. Léhr (Magdeburg) reported 
on his observations of brain injuries elucidated by 
X rays. Within the last four years he has seen 
900 cases. He is a staunch supporter of arterio- 
graphy of the brain, on grounds that it enables the 
surgeon and the neurologist to obtain excellent 
information in a very early stage of the pathological 
condition. Dr. Dyes (Wiirzburg) said that the 
diagnosis of brain tumours by X rays is sometimes 
very satisfactory. Tumours of the lower and posterior 
half of the posterior cerebral fossa produce a dilatation 
of the fourth ventricle, whilst in cases situated in the 
anterior and upper half this ventricle is not affected 
but the other three ventricles show a distension. 
In tumours of the convexity, or of the temporal 
region, the surgeon also obtains a valuable aid to 
diagnosis by using X rays. Nollé (Bonn) and 
Zdansky (Vienna) recorded a study of the variations 
of the volume and size of the heart under different 
conditions of strain and respiration. Increase in 
size might be apparent for days after effort, without 
doing -any permanent harm. An interesting paper 
was contributed by Becchini (Salerno) on anti- 
peristalsis in the normal cwsophagus, and by Aprile 
(Rome) on the same subject. Among many papers 
on the stomach and the intestinal canal, an outstand- 
ing one was that by Pape (Vienna) on the 
desirability of exact investigation of the colon and 
the lower portions of the intestinal canal by 
irrigoscopy and air-filling, which offer excellent 
opportunity for gaining rapid information on motility, 
structural changes, and the function of this part 
of the gut. Hryntschak and Merio, both from 
Vienna, and Reimann (Prague) presented instructive 
papers on urography, and Simon discussed functional 
changes in the urinary organs and the lower intestinal 
canal caused by gestation. The constipation and 
the ileus of pregnant women, as well as the pyelitis 
of gestation, could be readily explained by the 
mechanical conditions due to the growing uterus, 
as shown by X rays. An extensive report on 
réntgenology applied in gynxcology was delivered 
by Claude Béclére (Paris). 


Indirect cinematography, which has been developed 
so far that one can now obtain 25—50 films per second, 
was discussed by Janker (Bonn), whilst Reynolds 
(London) showed wonderful films of the breathing 
lung, the beating heart, of the @sophagus and the 
stomach during swallowing, and finally a film with 
an experimentally produced embolism on a living 
animal. Reynolds pointed out that his method 
allows the study of living organs in motion, without 
endangering the patient by a protracted exposure 
to the effects of X rays. Van de Maele (Brussels) 
demonstrated the apparatus and method of direct 
X ray cinematography and a series of films of diseased 
organs not suitable for examination by indirect 
cinematography—e.g., the gall-bladder, the pyloro- 
duodenal region, and the renal pelvis. 

The principles, development, and biological basis 
of X ray therapy were expounded by G. Schwarz, 
the opener, in a splendid paper with a historical 
review of the subject. 


OCCASIONAL COMMUNICATIONS 


Apart from these discussions important papers 
were communicated on irradiation at one sitting 
by Wintz (Erlangen); satiation therapy by 
Holfelder (Frankfort); fractioned or fractioned- 
protracted irradiation of cancers by Coutard 
(Paris); irradiation of primary pulmonary cancer 
by Popovic (Agram); X ray treatment of brain 
tumour by Sgalitzer (Vienna) ;_ irradiation of 
tumours by currents of extremely high tension by 
Gunsett (Strasbourg); long-distance irradiation by 
Sluys (Brussels); contact treatment by Schaefer 
(Greifswalde); Schaefer’s method in cancer of the 
uterus by Weibel (Vienna); treatment of tumours 
and other conditions with radium by Niedermayer 
(Linz) and Schénbauer (Vienna). 

Wessely, from the clinic formerly under Hajek 
and now directed by Neumann, spoke strongly in 
favour of Coutard’s treatment of cancer of the larynx, 
pharynx, and throat, wherever possible. Wieser 
(Vienna) uses weak irradiation in chronic inflamma- 
tions of brain tissue and nerves, and Goedel (Vienna) 
has obtained excellent results’ in cases of acute 
mastitis (100-150 r) within three to four days. 
Mayer (Vienna) and Uhlmann (Constantinople) 
discussed the use of radon, which gives good results 
in ulcers caused by X rays. 

A number of papers dealing with the theory of 
radiology was presented to the congress by students 
from Holland, Germany, and Austria. Among 
papers on the irradiation of the reticulo-endothelial 
system, one by Windholz (Vienna) claimed that 
most of these tumours respond readily to the applica- 
tion of X rays. : 

Prof. Freund (Vienna) pointed out that professional 
damages to radiologists are less frequent, owing 
to the precautions taken nowadays. Careful control 
of the blood gives a good criterion of the worker’s 
condition. Natural or artificial sunlight and 
gymnastics are useful adjuncts in keeping them well, 
and raw milk, liver, kidney, and brain should supple- 
ment the dietary of all X ray workers, staff and 
nurses. 


Guy’s HospiraL.—Guy’s Hospital is to increase the 
number of its maternity beds from 21 to 49. This change, 
which will be carried out within the next month, has been 
made possible by the rearrangement of beds in the medical 
block of the hospital. Like the original 21 maternity beds, 
the 28 which are to be made available for this special service 
will be free beds, for either normal or abnormal cases. 
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THE NEW WESTMINSTER HOSPITAL 


Lord Wigram and the Speaker of the House of 
Commons were on the platform on Monday afternoon 
when Mr. Bernard Docker made a final appeal for 
£250,000 to complete the building fund of the new 
Westminster Hospital. The foundation-stone of the 
hospital was laid in June, 1935, by the present 
King, then president of the hospital, and the appeal 
was made from the shell of the first building to be 
erected. This is the nurses’ home which gives upon 
a wide terrace overlooking St. John’s Garden, a public 
open space within sight of Westminster Abbey and 
the Houses of Parliament. Mr. Docker drew atten- 
tion to some of the features in the planning of the 
hospital ! which will remove old-standing grievances 
about the treatment of hospital patients. Not of 
course that there is much to be said against the 
work that is done at any great London hospital ; 
criticism has been directed mainly against the condi- 
tions under which that work is done, and these press 
as hardly on the staff as on the patients. The new 
Westminster Hospital has twice the ground space of 
its predecessor, and as the hospital will rise to a 
greater height this will provide space for many 
amenities. The room in which accidents and emer- 
gencies are received will be so arranged that no patient 
need see others in suffering. Adjacent to each ward 
there will be a separate room to which moribund 
patients can be removed, and on each ward floor 
will be provided a sitting-room for anxious visitors 
summoned to attend by day or night in critical cases. 
The out-patient department will be roomy enough to 
provide for prompt and complete classification. 
New out-patients will go to a clearing station where 
they will be rapidly examined by full-time medical 
officers, and then transferred at once for detailed 
examination or immediate treatment to the proper 
department on a higher floor. All patients, whether 
ward patients or out-patients, will come under the 
particular medical and nursing administration respon- 
sible for that disease or injury, thus ensuring con- 
tinuity of treatment and interest. The bulk of out- 
patients will have appointment cards for the appro- 
priate hour and place of their visit. These features 
are all logical developments of what is aimed at 
elsewhere when space is available, but one feature 
of the hospital is perhaps unique. There is a covered 
road, 24 feet wide, traversing the hospital from 
Horseferry-road to Page-street with a pavement on 
each side like an alimentary canal. This will give 
warm and snug access to the seven separate entrances 
by which the hospital is approached. Not only will 
it facilitate the access of doctors, nurses, patients, 
and technical staff to their respective sections, but 
ambulances will in future transfer patients under 
cover instead of exposing them to outside weather 
conditions. It is a sign of the times in which we live 
that this covered road will serve another purpose 
now regarded as essential in a district of London 
specially liable to attack by air. At either end of 
the covered road it will be possible to erect at short 
notice double doors constituting an air-lock within 
which gas victims can be cleansed from contamina- 
tion and so transferred to the hospital for shelter 
and treatment. Throughout the hospital windows 
will be made of a material to protect patients as far 
as possible from the risk of splintered glass, and all 
the rooms below a certain level in each wing will be 


1 Described by Mr. Rock Carling in THE LANCET, 1935, 
fi., 1314. 
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supplied with fresh air from an air-conditioning plant. 
The new Westminster, said Mr. Docker, is entitled 
to be called ‘ the first gas-proof hospital.” 


NUTRITION IN THE COLONIES 


Last April a circular dispatch was sent by the 
Secretary of State for the Colonies to all British 
Colonial Dependencies, in which he invited particular 
attention to the steps that might be taken to promote 
the application in the Colonial Empire of modern 
knowledge of nutrition. The Prime Minister has now 
appointed a committee of the Economic Advisory 
Council which will review the replies received to 
this dispatch and make recommendations about the 
action to be taken upon them. This committee, 
which will also advise generally how best to promote 
the discovery and application of knowledge in this 
field, is to meet under the chairmanship of Earl 
De La Warr (Parliamentary Under-Secretary for 
the Colonies), and its fourteen other members include 
Dr. E. P. Catheart, F.R.S. (regius professor of physio- 
logy at Glasgow); Dr. J. M. Hamill (a senior medical 
officer of the Ministryof Health); Dr. Edward Mellanby, 
F.R.S. (secretary of the Medical Research Council) ; 
Sir John Orr, F.R.S. (director of the Rowett Research 
Institute); and Sir Thomas Stanton (chief medical 
adviser to the Secretary of State for the Colonies). 

In the circular dispatch, which is now published 
for the first time (price 2d.), Mr. J. H. Thomas, 
then Colonial Secretary, spoke of the great poten- 
tialities of improved nutrition—affecting not only 
public health but also the economic and agricultural 
problems of the day. “ For instance, if in the United 
Kingdom alone the average consumption of milk a 
head a week increased from its present low level of 
23 pints to 4 pints (a figure still well below what 
medical opinion regards as adequate), not only would 
the health of the nation be very greatly improved 
but also it has been estimated that it would be 
necessary for 800,000 more cows to be kept—with 
results which would be far-reaching to agriculture not 
only in this country but in the Dominions and the 
Argentine and indeed throughout the world.’’ From 
the public health aspect, he continued, there can be 
little doubt that every part of the Colonial Empire 
would benefit from an improved nutrition of its 
peoples, while from the economic and agricultural 
aspect increased attention to dietetic needs might 
well lead to an amelioration of some of its local 
economic problems. Important work was being done 
in Nigeria, the Straits Settlements, Uganda, and 
elsewhere, but some of the knowledge gained went 
unrecorded or was inaccessible, while in some 
Dependencies medical knowledge might not be fully 
reflected in agricultural, veterinary, educational, and 
other aspects of government policy. Recommending 
a comprehensive survey of the situation in each 
Dependency, Mr. Thomas remarked that although 
there could be no sudden change of dietary habits the 
alteration of European diets during the past fifty 
years showed that there was nothing immutable 
about them, and that they were determined less by 


choice and instinct than by economic necessity. 
Finally, in reviewing the agencies that can be 


employed in making useful changes, he pointed out 
that the tariffs of Colonial Dependencies ought to be 
framed in such a way as to encourage the consumption 
of valuable foodstuffs. ‘‘ Often it happens that those 


articles which are of high nutritive value are among 
those contributing most highly to customs revenue.” 
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GRAINS AND SCRUPLES 


Under this heading appear week by week the unfettered thoughis of doctors in 
various occupations. Each contributor is responsible for the section for a month ; 
his name can be seen later in the half-yearly index. 


FROM A DOCTOR IN RETIREMENT 
I 


EveEN a retired country doctor must get his hair 
cut occasionally, unless he be completely bald. 
The periodic visit to the barber makes a good reason 
—or if you will excuse—to go to London. Strongly 
as I hold that those who live in the country should 
deal locally—and every retired country doctor has 
reason to be of this opinion—I prefer to offer my 
head to the scissors of a London hairdresser than 
to those of our local barber, and this in spite of a 
notice which has recently appeared above his shop- 
window describing him as a “‘ hair specialist.””, But this 
is the age of specialisation. Every Jack-of-all-trades 
is become a specialist. Mr. Gale who keeps the 
village shop which sells cheap shirts, workmen’s 
overalls, caps, ready-made suits, and hob-nail boots 
is now a ‘footwear specialist’’; and even the 
proprietor of the small milliner’s shop appears to 
have taken a diploma of ‘corset specialist.” All 
this self-approbation may be just an attempt to 
counter the age-long disbelief in the ‘“ prophet in his 
own land.” No man appreciates this contempt of 
the local prophet more than the country doctor. 

To many a well-to-do country patient the doctor 
in practice in some other town or village a few miles 
away is sure to be more clever and to have kept 
himself more up to date than the local practitioner. 


* * * 


The great bugbear of the village doctor is that he is 
always in view of his patients; his washing, if the 
simile is allowable, is always hanging up on the line 
in full sight of the public. But worst of all are his 
failures. Every doctor has had his failures, and all 
honest ones admit it. Even “‘ Harley-street doctors ” 
are not always successful, but they do not live 
continually in close proximity to their mishaps. 
Personally I owe many things to the outbreak of the 
Great War: some good, some the reverse. First 
amongst the good things I place the opportunity 
it gave me to escape from the daily shame of seeing 
Goss the postman as he limped from house to house. 
He had a badly united fracture of the femur, with 
at least 1 in. of shortening, and in my youthful 
enthusiasm as a newly squatted doctor, I had rashly 
undertaken to treat him, thinking in my innocence 
to thereby score off another doctor in the neighbour- 
hood, an old man and a Scot, and as I learned too 
late a wise one. Now no city doctor could ever 
undergo the mortification which I suffered for three 
years as I watched that postman hobbling about, 
proclaiming to the little world we lived in what an 
utter mess I had made of his leg. No city doctor 
is liable to such daily ignominy. I think if the war had 
not come when it did I should have killed that post- 
man—he had come to play so sinister and so 
malignant a part in my daily life. 

* * * 

As it is the privilege of the retired to indulge in 
reminiscence I will allow myself one more incident, 
which demonstrates the length to which the belief 
in the skill of any other than the local doctor may go. 
During a winter epidemic of influenza I was greatly 
flattered to be called in to attend a somewhat grand 


lady who lived in a big house in a small town some 
17 miles away. It was an effort having to go so far 
each or every other day, in the winter and on a motor- 
cycle, but the honour and the fees made up for this. 
I generally made the journey in the afternoon, and 
as often as not I would pass on the road the doctor 
for the same town as he drove furiously in the opposite 
direction to attend a rich lady, also suffering with 
influenza, whose house stood only half a mile from 
my own. ‘ é a 

But I wander from the subject of my hair-cutting 
in London. To get there you can go by train or by 
car. The journey is 50 miles, which takes, from door 
to door, by train two hours and a half, but only one 
and three-quarter hours by car. There is much 
to be said in favour of travelling by train: it is warm 
and comfortable and you can read a book or a news- 
paper, and there could be no question by which means 
to travel if only the train would call at the house and 
deposit us atour destination. As the Southern Railway 
is not obliging enough to do this I generally go by 
car. The journey, like all journeys by road, is a 
mixture of dullness with moments of perilous excite- 
ment. It is not until we enter the Kingston by-pass 
road that the journey becomes in any way interesting, 
for there a certain riddle presents itself. Who are 
the people who voluntarily live in those brand- 
new houses which border the two sides of that noisy 
race track ? Scores of times I have been along that 
road, between the hours of ten and eleven in the 
morning, but not once have I seen a single inhabitant. 
Where are they ? The men, I suppose, are all at work 
in offices in the city, but where are all the women, 
their wives? In bed? Probably, but if so why are 
all those married women still in bed so late in the 
morning ? Because they all are childless and having 
nothing on earth to do they wisely stay in bed. 
These by-pass inhabitants I believe are all childless. 
When they married and settled in their half-dry, 
half-finished houses they knew they must have no 
children, not even the one spoiled darling which 
to-day makes a family. Again I ask, why? Because 
there is nowhere to keep a child. The room 
which used, in old-fashioned Victorian houses, to be 
the nursery is in these houses a garage, for the baby 
Austin. But even if there was a nursery and there 
was a baby born to a by-pass home, no sooner would 
it be able to toddle than the little mite would be 
certain to escape from the patch of front garden, 
step innocently onto the track and perish. 

* * * 


These by-pass houses fascinate me. The great 
aim of the builders of them—for obviously the services 
of an architect were never employed—is that no two 
should look exactly alike. Each Tudor home, 
ornamented in front by sham oaken laths, must 
be just a little different to the neighbouring Tudor 
homes-—except for the price, which is always the same : 
£499 down and instalments to follow. This slight 
difference of design no doubt gives to the owner a 
gratifying sense of proprietorship which the occupier 
of one in a row of twin houses could never attain 
to. How rapidly they build these houses. Going 
up in a morning I have seen a house being begun ; 
returning the same evening the roof is being thrown 








ate jie tea te” i eee ae ae 








THE LANCET] 


on. Next week I see that the best bedroom is 


finished though not the dining-room beneath it. 
Its ‘“olde-world”’ lattice windows already are 


discreetly veiled by ‘art shade” curtains, and no 
doubt the happy newly married couple slept there 
last night. The following week all is complete: 
car in garage, and a ready-made garden supplied 
to pattern is there for all the neighbours ‘to admire. 


Conference Afterthoughts 
RESIDENT STAFF OF HOSPITALS 


Tue report of the I.A.C., dealing with the provision 
of medical benefit of insured persons employed and 
resident in hospitals with restricted medical staffs, 
referred to the fact that last year attention was 
drawn to a provisional arrangement entered into 
between the insurance committee and the local 
authority of a large county (thus was London 
described) for the provision of medical benefit for 


resident insured members of the staffs of L.C.C. 
hospitals. Under this arrangement principal medical 


officers of the county would serve as the nominal 
medical attendants of the insured persons concerned, 
the responsibility for any medical attendance required 
being delegated to other medical officers. The [.A.C. 
was informed by the Ministry of Health that such an 
arrangement was not believed to contravene the 
regulations, and that there would be no relaxation 
of disciplinary or other requirements. The I.A.C. 
disliked the arrangement and endeavoured to find a 
solution which would be applied to the country as a 
whole. It was realised that it would be adminis- 
tratively impracticable to allow doctors unassociated 
with the work of an institution to visit resident 
insured members of the staff. The report referred 
then to the custom for resident staffs to be treated 
without charge by the medical staff and the inevitable 
consequence that the right of an individual employee 
to cheose his own doctor was waived. Kent disliked 
this part of the report but their amendment dis- 
approving it was rejected. The I.A.C. has laid down 
eight principles as a basis of discussion with the 
Ministry of Health, who have promised sympathetic 
consideration. They object to the ‘‘own arrange- 
ments ’’ method, which is supported probably only 
by certain hospitals, for under it the hospital takes 
the whole capitation fee but does not necessarily 
assume responsibility for the cost of medical treat- 
ment when the employee is away from the institution. 
The result in the case of one large voluntary hospital 
in London has been that nurses going home on sick 


INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK 
oct. 24TH, 1936 





ENDED 


Notifications.—The following cases of infectious 
disease were notified during the week : Small-pox, 0 ; 
scarlet fever, 2176; diphtheria, 1279; enteric fever, 
42; pneumonia (primary or influenzal), 894; puer- 
peral fever, 41; puerperal pyrexia, 128; cerebro- 
spinal fever, 23; acute poliomyelitis, 19; acute 
polio-encephalitis, 3; encephalitis lethargica, 3; 
dysentery, 26; ophthalmia neonatorum, 98. No 
case of cholera, plague, or typhus fever was notified 
during the week. 


The number of cases in the Infectious Hospitals of the London 
County Council on Oct. 30th was 3020, which included : Scarlet 
whooping- 


fever, 1105; diphtheria, 907 measles, 32; 


PANEL AND CONTRACT PRACTICE 


cough, 330 ; 
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But who are the people who choose to live on a by-pass 
road, where the death-dealing traffic roars and hoots 
all day and night? Far far better to live beside a 
railway track than a motor track. Not only are there 
Tudor homes but Cosy Palaces as well, or if you are 
romantically minded you may oceupy a “Flat in 
Fairyland *—on Wimbledon Common. 
flat in fairyland every time. 


For me a 


PANEL AND CONTRACT PRACTICE 


leave have obtained panel treatment by transferring 
“permanently ” to the lists of doctors in the neigh- 
bourhood and then on returning to duty have resumed 
their ‘“‘own arrangements,” sometimes in the same 
quarter, so that the unfortunate doctor providing the 
treatment has received about 2s. 3d. if he is lucky, 
or nothing at all if he is not. But this particular 
hospital has made ‘“‘own arrangements” for drugs 
as well, and so the chemists’ fund, receiving nothing 
for these nurses, has had in some cases to provide 
them with drugs. Kent wanted a further two 
principles laid down but the conference rejected their 
amendment. 
DEPENDANTS 


Banffshire proposed, and the conference agreed. 
that the conference considered that the suggested 
capitation fee of 6s. for domiciliary attendance on 
the dependants of insured persons, as embodied in 
the report on Scottish Health Services, is inadequate. 


Inquiries and Appeals 


The Ministry of Health have declined to adopt a 
suggestion that a further volume of reports of 
inquiries and appeals should be issued. The depart- 


ment did not feel that there would be sufficient 
advantage to warrant the labour and expense 
involved. The Minister will, however, refer in his 


future annual reports to any cases of general interest 
and consequence that may have arisen during the 
year under review. 

Vaccination 


One of the conditions of employment at the 
R.N. Torpedo Factory is that workmen shall be 
vaccinated within 14 days after being engaged. The 
medical officer instructed the men to be vaccinated 
by their insurance doctors and to submit the necessary 
certificate. The Scottish Department of Health were 
consulted by the Scottish subcommittee and eventually 
practitioners were advised that under these or similar 
circumstances a fee could be charged to the insured 
person. 


puerperal fever, 14 mothers (plus 8 babies) ; 
encephalitis lethargica, 283; poliomyelitis, 3. At 8t 
Margaret’s Hospital there were 10 babies (plus 5 mothers) 
with ophthalmia neonatorum 

Deaths.—In 122 great towns, including London, 
there was no death from small-pox, 2 (0) from enteric 
fever, 2 (1) from measles, 3 (2) from scarlet fever, 
10 (1) from whooping-cough, 48 (12) from diphtheria, 
74 (12) from diarrhoea and enteritis under two years, 
and 47 (13) from influenza. The figures in paren- 
theses are those for London itself. 

The deaths from enteric fever both occurred at Bournemouth 
Deaths from diphtheria were reported from 25 great towns ; 
Hull 5, Liverpool and Salford each 3. 


The number of stillbirths notified during the week 
was 278 (corresponding to a rate of 43 per 1000 total 
births), including 43 in London. 
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~ CORRESPONDENCE 





THE CLASSIFICATION OF PULMONARY 
TUBERCULOSIS 


To the Editor of THE LANCET 


Sir,—The leading article in your issue of Oct. 24th 
(p. 990) on Dr. F. J. Bentley’s report on artificial 
pneumothorax in L.C.C. hospitals directs attention 
to the problem of classification of cases of phthisis ; 
it is to be hoped that this problem will now receive 
further attention. Dr. Bentley, for lack of any 
group of patients strictly comparable with those 
who have received pneumothorax treatment, has 
perforce to choose as his control the whole of the 
patients treated in a year under the L.C.C. scheme, 
arranged in the usual four classes. This is indeed 
a serious criticism of the official classification. As a 
result his observations give a picture of the value 
of pneumothorax treatment in attacking the whole 
problem of tuberculosis in London for the years 
investigated, but provide no help for the clinician 
faced with a patient apparently suitable for the treat- 
ment, who would wish to know results in similar 
cases. Of 677 cases investigated by Dr. Bentley, 
510 were in Group B.2, an ill-defined collection of 
those who are not in B.1 or B.3. Thus for most of 
his patients we have only a vague picture of their 
clinical condition. Even your approval of the present 
separation of T.B. minus and T.B. positive cases is 
open to criticism, for the label T.B. minus may 
depend on the enthusiasm of the physician in apply- 
ing refined methods of examination such as sputum 
concentration and culture or gastric lavage. 

The more extended use of modern methods of 
investigation, especially of radiography which reveals 
occult cavities and makes clear different types of 
disease, calls for a scheme of classification better 
adapted to its use than the present which is based 
on physical signs. Tuberculosis workers will hope 
that steps may be taken soon to meet this need. 

I am, Sir, yours faithfully, 


F. A. H. Smmonps. 
County Sanatorium, Clare Hall, South Mimms, 
Barnet, Herts, Oct. 30th. 


BACTERIOLOGICAL GRADING OF MILK 
To the Editor of THe LANCET 


Str,—Owing to absence from home, I have only 
now been able to give attention to the annotation, 
on the bacteriological grading of milk, in your issue 
of Sept. 26th, when you published my letter on the 
subject. 

I do not, as you state, contend that “in spite of 
the favourable conclusions recorded in the recent 
report published by the Medical Research Council, 
this (the methylene-blue) test is inferior to the plate 
count and the coliform test.” I have no knowledge 
of research and I do not pretend to know anything 
about the scientific side of the work. I look upon 
the subject from the point of view of the practical 
producer of clean milk. 

When the Ministry of Health proposed in their 
Draft Order of Jan. 24th, 1936, to abolish the coli- 
form test, I made these experiments out of pure 
curiosity to find out whether it was a fact that the 
methylene-blue test would be as safe a test for milk 
as the old plate count and coliform test. To my 
surprise, I found that the methylene-blue test did 
not indicate the presence of Bacillus coli, even when 
manure had been deliberately introduced. It is 
entirely owing to my experiments that the Ministry 
of Health decided to reinstate the coliform test. 





Prof. Wilson’s summary of the results of the 
thirteen samples tested by him is misleading, for he 
bases his conclusions on a keeping-time of 8} hours 
(winter standard), whereas mine dealt entirely with 
the standard prescribed by the Ministry of Health 
in their Draft Order of Jan. 26th—i.e., 5} hours in 
winter and 4$ hours in summer. The report of the 
Medical Research Council may have recommended 
a keeping-time of 8} hours in winter, but the fact 
remains that this is not the standard laid down by 
the Ministry of Health, and it was upon the condi- 
tions prescribed by their Draft Order of Jan. 26th 
that my arguments were based. On the 13 samples 
sent 10 would have passed the standard prescribed 
by the Ministry of Health in their Draft Order pub- 
lished on Jan. 26th. 

I have never attempted to criticise the methylene- 
blue test itself, as I do not pretend to have sufficient 
knowledge to enable me to do so. What I did criticise 
was its adoption by the Ministry of Health with a 
keeping-time of 5} hours in winter and 4} hours in 
summer—coupled with the abolition of the coliform 
test—as a standard for really clean milk. 

Another serious disadvantage of the keeping-time 
of 5$ hours is that the conscientious producer has no 
knowledge of the actual standard of his milk—i.e., 
he does not know whether it has passed the pre- 
scribed standard without anything to spare, or 
whether it would perhaps have kept eight or ten 
hours. In other words, he does not know whether 
his methods of production are such as to give him a 
good margin of safety, or whether he is close to the 
danger line. With a bacteria count of 30,000 one 
always knew where one stood. For instance, the 
average of the bacteria counts taken of my milk by 
the Ministry of Health during the last twelve months 
is 3190, with no B. coli, which means that I know 
that my methods are resulting in a high standard. 
Under the old Order if a producer received from the 
Ministry a report that his milk showed a bacteria 
count of say 29,000, he would know that something 
was wrong somewhere, and he would endeavour to 
ascertain where the weakness might be. Under the 
new test he is working more or less in the dark ; all 
he knows is that his milk has passed the prescribed 
standard, and he has no idea by what margin it has 
passed. I am, Sir, yours faithfully, 

L. A. Foor. 

White Hill, Berkhamsted, Herts, Oct. 28th. 

P.S.—My last report from the Ministry of Health 
has just come through, it is 1990 with no B. voli. 
I am now allowed 200,000, so that I know I will be 
well within the margin. 


VITAMIN DEFICIENCY AND CHRONIC 
GLAUCOMA 


To the Editor of Tuk LANCET 


Sir,—The following case may be of interest to 
some of your readers. 


A professional man, aged 64, had lived from youth 
onwards on a diet which was probably deficient in vitamins 
and protective substances. He is visceroptotic but enjoyed 
good health, and lived a life of full mental and physical 
activity until 1915 when he developed acute colitis. He 
suffered from diarrhea with blood (at times) and mucus 
in the motions for several months, and thereafter inter- 
mittently for several years; all roughage was excluded 
from the diet which was limited to white bread, milk 
(boiled) and milk products, meat, and orange juice. This 
diet was continued until 1928. The diagnosis of hypovita- 
minosis was then made and confirmed by Dr. J. A. Nixon 











of Bristol. He looked ill. The skin of the backs of the 
hands and fingers was rough and covered by a fine branny 
desquamation and by many keratoses, two of these hyper- 
keratoses, and the others freckle-like. On the skin of the 
forehead were many small keratoses and one hyper- 
keratosis. The tonsils, which were small and fibrotic 
and of the existence of which he had hitherto not been 
conscious, now became the seat of follicular distensions 
and discomfort. Cod-liver oil and dried yeast were 
now added to the diet which was made more generous 
so as to include all classes of foodstuffs and protective 
substances. A year and more was necessary to obtain 
tolerance for cod-liver oil and some other additions to 
the diet. 

The teeth had always been well cared for and looked 
sound, but in the few years before 1928 several had been 
removed with apical sepsis. Early in 1930 the first 
symptom of chronic glaucoma was noticed in the left 
eye. The disease proved to be very slowly progressive, 
and therefore had probably existed before 1930. The 
left eye was operated on by Mr. Arthur Walbank of 
Bristol in June, 1932. Mr. Walbank has seen and examined 
the patient repeatedly since then, the last occasion being 
two months ago, and has failed to find any sign of glaucoma 
in the right eye. 

The period of greatest vitamin deficiency was 1927 and 
1928. For many years past and up to the present sepsis 
has been present, always in the colon, and until last year 
in the teeth. Two teeth with obvious apical sepsis, 
proved bacteriologically, were removed within three 
months before the glaucoma operation. At varying times 
until last year the thirteen remaining teeth were removed, 
several having apical infection. 

Attention seems of late to have been concentrated 
on sepsis in the causation of glaucoma. The 
glaucoma in this case arose at the time when hypo- 
vitaminosis was marked and, contrary to the usual 
rule that it is a bilateral disease, an expert ophthalmo- 
logist has been unable to find any sign of the com- 
mencement of the disease in the other eye six years 
after its commentement in the first eye. This period 
of six years was a period in which sepsis was present, 
and it was a period of great improvement in the 
general health and the disappearance of the signs of 
vitamin lack. Of the three hyperkeratoses two were 
removed surgically during the years of hypovitaminosis, 
and the third disappeared spontaneously in 1929- 
1930. The skin of the dorsa of the hands is now 
smooth and healthy looking, and has two or three 
small atrophic patches in place of the freckle-like 
keratosis. The keratoses have entirely disappeared 
from the forehead. A consideration of this case 
suggests the possibility that hypovitaminosis, damag- 
ing the integrity of the endothelial cells of the effluent 
drainage channels of the eye, may be a cause of 
chronic glaucoma. 

I am, Sir, yours faithfully, 
Bridgwater, Oct. 30th. Bruce C. KELLY. 


NATIONAL RECOGNITION OF VOLUNTARY 
HOSPITALS 
To the Editor of Tue LANCET 


Sir,—While thanking you cordially for your kindly 
reference in an annotation last week (p. 1051) to 
my paper read to the Medico-Legal Society, may 
I comment upon one point. The objection during 
the discussions upon the Paying Patients Bill to give 
further departmental control was well founded. It is 
a measure dealing with one portion of hospital work 
and the subsection which you quote contains a detail 
which is outside normal legislative procedure. No 
doubt there are precedents, but English Acts of 
Parliament usually leave such matters to be dealt 
with by departmental schemes and orders. The 
proposal that the voluntary hospitals should receive 
national recognition is in an entirely different category. 


NATIONAL RECOGNITION OF VOLUNTARY HOSPITALS 
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There is general agreement that they are an important 
part of a national service. The representatives of the 
Scottish voluntary hospitals pressed the point before 
the Scottish Health Services Committee who, although 
they were not willing to concede all the proposals 
to give expression to it, supported the principle. If 
the contention is sound in Scotland what reason is 
there why it is less valid in England? The medical 
schools are already the concern of a national body. 
It is difficult to find a point of view from which 
objection can be made to applying the same principle 
to the hospitals. There is no need to wait until the 
voluntary hospitals have reached the position of 
the voluntary schools before Parliament embodies the 
principle in the law of the country. Rather would it 
seem to be sound statesmanship to maintain their 
position. Supporters of voluntary hospitals who are 
also railway shareholders may doubt whether your, 
not my, analogy is an encouraging one. The proposals 
of the Scottish Health Services Committee seem to 
present, with the authority of a strong and well- 
informed body, a more hopeful method of dealing 
with the present position in England as well as in 
Scotland.—I am, Sir, yours faithfully, 
C. E. A. BEDWELL, 
Denmark-bill, 8. = See ernor, King’s College Hospital. 


THE TREATMENT OF PLEURAL EFFUSIONS 
To the Editor of Tur LANCE1 


Str,—At the meeting on Oct. 27th of the section 
of medicine of the Royal Society of Medicine, Dr. 
Burton Wood, while appearing to agree that pleurisy 
with effusion is a manifestation of tuberculosis, 
stated that he was not in favour of exposing cases of 
pleural effusion to further infection, adding (according 
to your report) “in a sanatorium for example.” 
May I protest emphatically against the implications 
of that statement. Sanatorium physicians have been 
gratified that during the last decade general prac- 
titioners have come to recognise more and more the 
tuberculous nature of pleurisy with effusion and the 
need for treatment by the sanatorium régime. 
Whether the percentage of such cases which eventually 
develop phthisis is from 40 to 50 or, as Dr. Burton 
Wood seems to suggest, only 10, the consequences 
are too serious to justify sending any but the slightest 
and most favourably situated cases elsewhere than 
to a sanatorium. 

Why should it be necessary to assume exogenous 
infection in a patient who is carrying tubercle bacilli, 
probably in large numbers, on the surface of his own 
lung? Why suspect a sanatorium or tuberculosis 
hospital of infecting one patient from another when 
it is recognised to be a rare occurrence for one of the 
nursing personnel to develop phthisis by infection 
from a patient ? The dangers of the course advocated 
by Dr. Burton Wood are illustrated by a patient 
who has just come under my care. 

99 


A man, aged 22, caught “cold and influenza” early 
last January. He had a cough and slight blood staining 
of his sputum. On Jan. 25th he was admitted to the 
chest hospital of which Dr. Burton Wood is a physician 
(although not under his care) and was found to have a 
pleural effusion. This was aspirated and replaced by air 
on several occasions, and at the end of two to three months 
the man was sent for six or eight weeks to a convalescent 
home. On returning he attended the same hospital as 
an out-patient until September, when he was readmitted 
with tubercle bacilli in his sputum and an apical cavity 
which seems likely to defy an ineffective pneumothorax. 


Would anyone suggest that this man had been infected 
in the convalescent home or in the out-patient depart- 
ment of the hospital. 


It is, I think, fair to ask whether 
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this patient exposed his fellow patients in the con- 
valescent home to any risk of infection with tuber- 
culosis. Would it not have been better to treat this 
pleural effusion as an early stage of tuberculosis of 
the lungs and to send him to a sanatorium instead 
of to a convalescent home ? 
I am, Sir, yours faithfully, 
JAMES Watt. 
King George V Sanatorium, Godalming, Nov. 2nd. 
To the Editor of THe LANCET 


Srr,—As your condensed report of a rather unfor - 
tunately phrased expression of mine at the recent 
meeting of the Royal Society of Medicine, at which 
the treatment of pleural effusions was debated, may 
give a wrong impression I shall be obliged if you 
will allow me to correct it. My remarks, as quoted, 
seem to imply that a sanatorium may be a dangerous 
place for an adolescent suffering from an uncom- 
plicated pleural effusion. My object was to suggest 
that a patient possibly already in a hypersensitive 
condition to tuberculous infection should not share a 
sanatorium cubicle with a “‘bacilliferous” case. Though 
I should prefer to treat pleural effusions of this type 
in a ‘‘ preventorium ” (to borrow an American term), 
the only institution which offers adequate supervision 
and treatment for the working-class boy or girl is 
the sanatorium. All that I claim is that even in a 
sanatorium patients suffering from consumption 
should not be brought into intimate contact with 
non-infectious cases. This rule is already observed 
in institutions which admit both pulmonary and 
surgical cases. I am, Sir, yours faithfully, . 

Devonshire-place, W., Nov. 3rd. W. Burton Woop. 











AN EMPIRE RHEUMATISM COUNCIL 





Tue Empire Rheumatism Council, whose object 
is to organise research throughout the British Empire 
into the causes and means of treatment of rheumatic 
disease, was constituted last week at a meeting held 
in the house of the Royal Society of Medicine, at which 
Lord Horder presided. The Duke of Gloucester, it 
was stated, had accepted an invitation to be president 
of the council. 

Lord Horder, who was unanimously elected chair- 
man of the council, remarked that more knowledge 
about the origins and means of treatment of rheumatic 
disease was urgently needed. This could be attained 
only by a comprehensive and coérdinated research 
campaign for carrying on which they would seek to 
enrol the forces of medical science and the help of 
prominent citizens throughout the British Empire. 
Rheumatic disease was one of the most serious 
afflictions of mankind. It exacted a cruel toll on the 
lives, on the comfort, and on the earning capacity 
of the community. In Great Britain it was respon- 
sible for one-sixth of the total payments necessary 
under the National Health Insurance Act. Taking 
into account its ravages among all classes of the 
community it was probably responsible for one- 
fourth of the total loss to the community from 
illness. In the preliminary negotiations for the con- 
stitution of the council he had been encouraged to 
hope for a full degree of success for its work by the 
enthusiastic support of the medical profession, and 
by the assurances of help from the industrial leaders 
of the nation, from the trade-unions, the friendly 
societies and similar organisations. 

The following officers were elected : 

Vice-Presidents.—The Earl of Harewood; Lord Hirst 
of Witton; Mr. J. Spedan Lewis; Sir Henry McMahon ; 
Sir Humphry Rolleston, M.D.; Mr. H. Gordon Selfridge. 


Vice-Chairman of Council.—Sir Wiliam Willcox, M.D. 

Trustees.—Sir William Willcox; Mr. A. G. Timbrell 
Fisher, F.R.C.S. 

Executive Committee.—Lord Horder ; Sir William Will- 
cox; Dr. W. 8. C. Copeman ; Mr. Timbrell Fisher ; Lieut.- 
General Sir Harold Faweus, M.B.; Dr. H. B. W. Morgan ; 
Mr. Spedan Lewis; Dr. M. B. Ray. 

Scientific Advisory Committee—Lord Horder; Sir 
William Willcox; Dr. Copeman; Mr. Timbrell Fisher ; 
Dr. F. J. Bach; Dr. C. W. Buckley; Dr. Fortescue Fox ; 
Prof. F. R. Fraser, M.D.; Dr. M. H. Gordon, F.R.S. ; 
Dr. Geoffrey Holmes; Dr. A. A. Moncrieff; Dr. G. D, 
Kersley; Dr. E. P. Poulton; Sir Humphry Rolleston ; 
and Dr. E. C. Warner. 

Hon, Medical Secretary.—Dr. Copeman. 

Organising Secretary.—Sir Frank Fox. 

Temporary offices will be opened at 1, Mitre Court 
Buildings, Temple, London, E.C.4. 
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ROYAL NAVAL MEDICAL SERVICE 

Surg. Lt. R. W. G. Lancashire to Drake for R.N.B. 

ROYAL NAVAL VOLUNTEER RESERVE 

Surg. Lt. (D) F. E. D. Hallon promoted to Surg. 
Lt.-Comdr. (D). 

ARMY MEDICAL SERVICES 

Col. F. D. G. Howell, D.S.0., M.C., honorary surgeon 
to the King, deputy director of medical services at Army 
Headquarters, India, has been selected for promotion to 
the rank of major general from March Ist, 1937, and to 
be deputy director of medical services, Headquarters, 
Aldershot Command, in succession to Maj. Gen. T. 8. 
Coates, O.B.E., M.B., honorary physician to the King, 
who is retiring on retired pay. 

Col. H. H. A. Emerson, D.8.0., M.B., director of hygiene 
at the War Office, will be promoted to the rank of major 
general (supernumerary), with effect from March 26th, 
1937, and will continue in his present appointment, 

Col. J. W. L. Scott, D.S.0., honorary physician to the 
King, deputy director-general Army Medical Services at 
the War Office, has been selected for promotion to the 
rank of major general from March 26th, 1937, and to be 
deputy director of medical services, Headquarters, Eastern 
Command, in succession to Maj.-Gen. FitzG. G. FitzGerald, 
C.B., D.8.0., honorary surgeon to the King, who will 
vacate the appointment on completion of four years as a 
major general. 

ROYAL ARMY MEDICAL CORPS 

Short Service Commissions : Lts. to be Capts.: M. H. P. 
Sayers, D. P. Stevenson, 8. Brown, P. B. Hanbury, G. A. E. 
Harman, G. A. Weir, H. N. Perkins, J. D. Cruickshank, 
P. J. Geoghegan, W. N. J. Clarke, A.H. T. F. Fullerton, 
and T. D. M. Martin. 

ARMY DENTAL CORPS 

Applications are invited for dental surgeons for appoint- 
ment to 12 commissions in the Army Dental Corps, 
Candidates will be selected for these commissions without 
competitive examination and must be not over the age 
of 28. Successful candidates will be given short-service 
commissions for six years, at the end of which period they 
may either retire with a gratuity of £1000 or apply for 
permanent commissions. Full particulars and form of 
application may be obtained from the Director, Army 
Dental Service, War Office, London, 8.W.1. 

TERRITORIAL ARMY 

Capt. J. T. McOuat to be Maj. 

Lt. G. J. V. Crosby, from 5th Bn. Leicester R., to be 
Capt. 

ROYAL AIR FORCE 

Squadron Leader A. Harvey to Directorate of Medical 

Services, Air Ministry, for Staff duties. 


Squadron Leader Andrew Harvey, M.B., B.Ch., B.A.O.Belf. 
1924. was appointed Squadron Leader in October, 1934, and to 
the Central Medical Establishment, London, in February, 1935. 


INDIAN MEDICAL SERVICE 
Lt.-Col. J. B. Hanafin, C.I.E., retires. 
Capts. to be Majs. ? A. Rosenbloom and C, A. Bozman. 
(Continued at foot of opposite page) 
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SHEFFIELD NEAVE, M.R.C.P. Lond. 


Dr. Sheffield Neave, who died on Oct. 24th in 
a London nursing-home at the age of 83, was a 
naturalist and sportsman who took up medicine in 
middle life. The eldest son of Sheffield Neave, a 
director of the Bank of England, Sheffield Henry 
Morier was born at Hampstead, educated at Eton 
and at Balliol College, Oxford, where he took a second 
class in natural science; and it was not until he 


was 40 that he entered St. Bartholomew’s Hospital 
as a student. 


He had been attracted to medicine 
all his life, but 
the feeling in his 
family was against 
it. In the mean- 
time he had become 
master of the Essex 
staghounds as his 


father had _ been 
before him. He 
took seven years 


to obtain the con- 
joint diploma, but 
went on to gain 
the M.R.C.P. only 
two years later. 
He held a_ house 
appointment at the 
Royal Free Hos- 
pital and assisted 





in the throat 

department at 

St. Bart.’s, then 

DR. SHEFFIELD NEAVE becoming  patho- 
[Photograph by Eliiottand Fry logist at Great 


Ormond-street ; but 
he was soon able to combine his new patho- 
logical interest with his natural bent by an appoint- 
ment as travelling pathologist and naturalist to the 
Wellcome Research Laboratory at Khartoum. This 
was followed by some work on sleeping-sickness in 
the Katanga region of the Congo. When this was 
completed he became assistant physician to the 
Queen’s Hospital for Children, Hackney-road, retiring 
in 1913, but rejoining the staff in 1914 after the war 
had drawn away some of his juniors, and he remained 
on the hospital board of management all his life. 
With the naturalist’s eye for small variations from 
the normal he was especially good at diagnosis. 
During the war Sheffield Neave held a commission 
in the R.A.M.C., and made a characteristically careful 
investigation of an outbreak of cerebro-spinal fever 
occurring in East Suffolk. But after that formal 
medicine did not play a large part in his life, although 
he read widely and kept himself informed of the 
latest advances. Being a man of financial ability 
he was on the directorate of a number of trading 
companies ; he was a good all-round sportsman,:a 
great fisherman, and a successful farmer. Dr. Neave 
married in 1878 Gertrude, daughter of Julius Talbot 
Airey, who died last year. He leaves two sons and 
two daughters; the elder son who bears his name 
is assistant director of the Imperial Institute of 
Entomology. 





(Continued from previous page) 
Capt. K. B. Gore relinquishes his temp. commn. 
Lt. E. N. Brockway relinquishes his prob. appt. 
Indian Medical Department.—Sub-Maj. and 
Lt. Kartar Singh to be Hon. Capt. 


Hon. 
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OBITUARY 


DUNCAN ALEXANDER McCOMBIE, M.B., 
C.M. Aberd. 

PATHOLOGIST TO THE LONDON HOMEOPATHIC HOSPITAL AND TO 
THE HOSPITAL FOR DISEASES OF THE SKIN, BLACKFRIARS 
Dr. Duncan McCombie, who died in London after 

an operation on Oct. 25th, was the eldest son of 
Alexander McCombie of Aberdeen. He 
in Bombay in 1868 and educated at Aberdeen 
grammar school and university. His father’s death 
when he was only 12 years old had a far-reaching 
influence on his career; for though he was able to 
study medicine and take one house appointment at 
the Royal Infirmary, Aberdeen after qualifying in 
1892, he decided for family reasons to abandon any 
idea of scientific medicine and to enter general prac- 
tice at the first available opportunity. He became 
assistant to a doctor in the East End of London 
and worked in the Commercial-road in this capacity 
and later as junior partner for 18 years. During this 
period he became interested in dermatology, especi- 
ally its pathological aspect, and spent as much of 
his time as he could spare doing voluntary patho- 
logical work at the Hospital for Diseases of the Skin, 
then at Stamford-street. When he left the East End 
he practised in partnership in Lavender Hill, 8.W.., 
for a few years, and in 1919 decided to give up general 
practice and devote himself to the specialty that 
interested him. He was made pathologist and sur- 
geon to the V.D. department of the skin hospital, 
now moved to Blackfriars, and clinical assistant to 
the V.D. department of the London Hospital. During 
this period of his life Dr. MeCombie went back to 
the study of advanced anatomy and physiology 
with a view to taking his F.R.C.S., of which he passed 
the primary examination and attempted the final. 
It was, however, impossible for him to devote enough 
time to this work, and he reluctantly gave it up and 
with it any intention to compete for an honorary 
staff appointment at the hospital. In 1925 he took 
for a short period a temporary appointment in the 
pathological department of the Welsh National 
School of Medicine, and in the same year was made 
pathologist to the London Homeopathic Hospital, a 
post which he held jointly with that of pathologist to 
the Hospital for Diseases of the Skin at the time of his 
death. Prof. E. H. Kettle, F.R.S., writes: ‘“‘ Duncan 
McCombie was a modest self-effacing man whose wide 
scientific interests and range of special pathological 
knowledge were apparent only to his few intimates. 
He was always absorbed in the problems arising from 
his work, and though his hospital appointments were 
officially supposed to take up only part of his time 
it was seldom indeed that he was not to be found in 
one or other of his laboratories. He retained all his 
life not only high standards but the fresh enthu- 
siasm which often passes with the years, and this 
quality, with his generous outlook and receptive 
mind, made it difficult to credit his age. He was 
one who never considered his own interests but only 
the work to be done.” 

Dr. McCombie married in 1914 Helen, second 
daughter of the late Sir John Craggs, M.V.O., for 
long joint hon. secretary of King Edward’s Hospital 
Fund ; she survives him with two young children. 


was born 


Mrppiesex Hosprirar.—On Oct. 28th a _ bed 
which has been endowed by nine leading dressmaking 
firms was dedicated in the dressmakers’ ward of this 
hospital. 
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MEDICAL NEWS 





University of Oxford 


The Rolleston memorial prize has been divided between 
B. G. Maegraith and J. A. Moy-Thomas. The essay sent 
in by M. L. R. Pettersson was “ of considerable merit.” 


University of Cambridge 


On Oct. 3lst the following degrees were conferred :— 


M.B., B.Chir.—L. I. S. Campbell. 
M.B.—J. F. Dow and Zz. R. \ ae 
B.Chir.—* J. G. Warren and H. 


* By Ay 
Dr. J. F. Brock, late medical first assistant at the 
British Postgraduate medical school, has been appointed 
assistant director of research in medicine for five years. 
Dr. J. 8. Baxter a university demonstrator in the depart- 
ment of anatomy for three years. 


Royal College of Physicians of London 


At a comitia of the college held on Oct. 29th, with 
Lord Dawson, the president, in the chair, Prof. G. W. 
Watson, Mr. Eardley Holland, Prof. J. A. Ryle, 
Dr. Edward Mellanby, and Sir Arthur MacNalty were 
elected councillors. Dr. Arnold Stott was appointed an 
examiner in medicine to the conjoint board, and 
Dr. Adolphe Abrahams, a member of the committee of 
management of the board. Sir Comyns Berkeley was 
re-elected a representative of the college on the Central 
Midwives Board, and Sir William Willcox a representative 
on the Poisons Board. The president announced that 
Dr. B. E. Schlesinger had been appointed Milroy lecturer 
for 1938 and that the Jenks memorial scholarship had been 
awarded to Stanley Mitchell Sangster, late of Epsom 
College. 

The following candidates were admitted to the metnber- 
ship of the college :— 

Thomas Geo Armstrong, L.R.C.P. Lond., Pranatharthihara 
Arunachalam, -D. Madras, Abdel Aziz Mohammed Askar, 
M.B. Cairo Arthur Leslie Banks, M.D. Lond., Ernest Robert 
Beech, M.B. Adelaide, Philip Strachan Buckley, M.B. Oxon, 

a Howard Pinney Cant, M.D. Lond., Lewis Cherniack, 
M.D. Manito John Peto Ch hild, B. xon., Mustafa 
E)-Diwany, M. B. Cairo, Thomas Neilson Fraser, M.B. Glas 
Jaharlal Ghos' M.D. Caleutta, William Hewitt Gillesp e, 
M.D. Edin., Youts Glick, M.B. Leeds, Ian Gordon, M.B. Aber 
James Wallace Graham, M.D. Toronto, George Dickinson 
Hadley, L.R.C.P. Lond., Ernest Henry Rhys Harries, M.D. Lond., 
Augusta Gladys Harrison, L.R.C.P. Lond., John Vernon 
Hurford, M.D. Belf., Thomas Ellis Jones- Davies, L.R.C.P. Lond., 
Robert *Kemp, MD. Liverp., John Joseph Herbert Lowe, 
M.D. Durh., Alexander Seirer, M.B.N.Z., Shiva Saran Misra, 
M.D. Lucknow, Annie Mildred Mocatta, *M.B. Melb., Joseph 

ld Nassim, MB io, Jamnadas Chaturbhai Patel, 
M. - Bombay, Kenneth ere rey Allan Perry, L.R.C.P. Lond., 
Walter: Lazarus Philli Vitwatersrand, John Rawlings 
Rees, M. D. Camb. Paul pe Sandifer, L.R.C.P. Lon 
Susilananda Sen, M.B. Calcutta, Arthur Harold Makins Siddons, 
= Camb., Edmund Cyril Smith, M.D. Dubl., John David 

Spillane, M. 'B. Wa les, James Sydney Tod Stevens, M.B. M 
Frederick William Ta’Bois, M.D. Lond., Ian Taylor, M.B. a+ i 
Gladys Ward, M.D. Edin., Leonard Roy West, M.B. Adelaide. 


Licences to practise were conferred upon 143 candidates 
(122 men and 21 women) who have passed the final 
examination of the Conjoint Board, and have complied 
with the by-laws of the College. The following are the 
names and medical schools of the successful candidates :— 


“Hamilton. 


> A, Allpore, Middlesex; D. A. Anderson, Camb. and 
St. Thos. ; Anderson, Liverp.; G. 8S. Arnold, — 
W. K. t, Midd dlesex ; gy R. Barker, Ro 
and West Lond. Calcutta *< St. i 


H. B. 
H.M.S.G Beadnell Cardiff a Sauy's : A. G. Bellamy, Camb: 
and St. Thos: ;_D. W. Bentinck, Camb. and Middlesex ; Vivien 
H. M. Bisley, Roy. Free ; a ~ Biswas, Poloeite and West 
Lond. ; Irene B. Black, Roy. Free ; oo ¥ . Boon, Halifax 
and Infirmary ; A. C. Brewer, Liver D: Brice, Manch. 
Westminster; A. E. Burjony, TK ‘and West Lond. ; 
. Buttle, Westminster ; J. H. Cater, St. Mary’s; J. 
rt.’s; T. 8. Cave, Camb. and King’s Coll. 
Agnes ©. Clark, Camb., Roy. 
> # Cooke, Leeds ; N. Crosby, Guy’ ei 


I. H. Davies, Middlesex ; 7. 8S. Davies, Westminster; J. G. 
De Vine, St rt.’s; 8S Dolinsky, Roy. Free and West 
Lond.; C. D. Donaid, Melb.; K. W. a Camb. and 
St. Bart.’s; F.S.A A. Doran, Camb. and Manch. ; V. K. Drennan, 
Liverp.; W. F. Dunham, Guy’s; M. P. Em brey, Opens 
Cc. N. Faith, St. George’s; B. Flacks, —-. H. R. 

F , Guy’s; J. E. Furness, St. Thos. ; 7, Gaisaner, 
Oxon. and d x; W. J. Gardner, Guys: "Dorethe Gibson, 
King’s Coll. ; a: Hill, Camb. and King’s Coll. ; 
E. Gill-Carey, Guy’s; E. Gillett, Guy's; W. A. Glynn, Manch. 
Cc. Graham, ; Grahame, Middlesex ; Ga. Gray, Camb: 
and St. Bart.’s; J. L. Haber, St. Mary’ E. 


B. Hacking, 
Camb. and Lond. ; M. A. Hai, ine ri vy Cardiff ; | | ee 
Hale, Cape and St. Thos. ; G: N. . J. Hallett, Camb. and 


St. Thos.; A. J. Hardy, Westminster ; 
and Denise O. Henry, Roy. Free; 
F. Hirschman, St. George’s ; 


Margaret C. Hartley 
. M. Hewat, St. Mary’s 
G. T. Holroyd, St. Thos.; M. C. 
Hood, Manch.; T. H. Hughes, St. Bart.’s; J. I. A. Jamieson, 
Manch.; Mary John, Punjab and West Lond.; T. E. 
Camb. and Westminster; H. G. Jones, Middlesex ; 
Cardiff and > ag he R. T. Jones, paveep 3 W. A. Jones, 
St. Mary’s ; L. Kauffman, King’s Coll.; Helen M. Kennedy, 
Roy. Free x R. R. Kent, Lae Dorothea M. Kerslake, 
Roy. rec aaa West Lond. A I Knight, Camb. and St. Bart.’s; 
J. Lawson, Liverp.; C. i.” p BA, St. Bart.’s; O. C. Lloyd, 
Camb. and Lond. ; M. A. Loutfy, aM and St. “Mary’s ; G. E. 
Loxton, Camb. and St. Bart.’s; J lr os 2. ie v- 
McCrea, Cardiff and Lond. ; ‘ é. ’ Maclare Camb. and 
St. Bart.’s; G. S. Malvai, Bunjab and West ‘tend. N. 
Martin, Oxon. and Middlesex; Ovnnunniamma ‘Matihai, 
Madras and Edin.; R. T. May, Gamb. and St. Thos.; M. D. 
— Camb. and St. George’s . Ag. Moss. Camb. and 
ree ‘~ « 


Johnson, 
J. G. Jones, 


Lond. Robina M. D. Morrell, Roy Murphy, 
Sheff. ; ; . Myres, Oxon. and St. Thos. ; ; R. C. Neville, 
Camb. and Guy’ s: Muriel L. Newhouse, Roy. Free; W. 8 


Parker, Manch.; R. W. Parnell, Oxon. and Lond.; P. M. J. 
Phillips, King’s Coll. ; . D. Picto ton, Oxon. and King’s Coll. ; 
J. E. Pike, Middlesex ; Fanny be ms 

Free ; . C. A. Posford, St. Thos. ; 
M. Price, Kine’s Coll. ; R. F. 
M. Robinson, Roy. Free; H. Rosenbe 
Rotter, St. Bart.’ 8; E. M. ‘Rowland, Univ. Coll. ; P.C. Rushton, 


Camb. and Lond. A. Saunders, Ca T. Savage, Cape 
and Univ. Coll. ; a. 8 Sen, ng’s Coll. end Charing Cross ; 
I. B. Sen Gupta, Bengal s and. West. Lond.; O. H. Sennett, Ca 

and King’s Coll.; R. M M. Q. Hi. Siddiki, 


Shaw, Manch. ; 
Osmania and Leeds; H. Sirota, Camb. and Lond.; E. W. O. 
Skinner, St. Mary’s; H. B. Slater, Manch.; A. J. Sauithe Guy's ; 
Eveline A. Smith, Univ. a H.W. 


Smith, Beirut and Birm. ; 
J. kl. “— < Camb. and $ Bart.’s ; Sheila G. Snook, Roy. 


Free ; Spies, Harvard : Christ ine M. Stacey, Roy. Free ; 
H. J. Stammers, King’s Coll. ; B. St. J. Steadman, 

Cross; M. Stern Middlesex; D. H. Swayne, Oxon. an 
St. George’s ; R.G. ‘alwalkar, Bombay aos Lond. 3 J. Thomas, 
Cardiff; J. W. Thompson, Birm. and St. Bart.’s; Claire 5 
Thomson, Manch. ; oh Bag sr a at dé. 
Tonkinson, Camb. ‘and W ee MAY 


Ceylon and Middlesex ; ; P, e B. 
J. Vahrman, St. Bart J. 
Manch.; R. E. 
and Univ. Goll. 


Diplomas were conferred jointly with the Royal Co 
of Pa age as follows: 


Diploma in Child Health.—R. K. Clo h, M. Coke, R. 
Copithorne, R. A. Davar, L. F. Dods, R. V. Harris, W. He 
son, A. L. Jacobs, Grace E. McConkey F. J. W. Miller, 
Morris, 8. G. Nimatallah, s ‘ Heady, —_ 
Robson, K. Samson, T. M. J. Stewart, and Ma May 

Diploma in Public Health.—D. 8. Clark, Margaret . “ 
Jane Druker, C. R. M. Greenfield, B. D. Khurana, H. 
P. J. McNally, R. L. Osmaston, Emily L. Simon, 
and D. W. Soman. 
Diploma in Anesthetics —W. R. Cooper, Charles 
H. 8. Drabble, H. A. Richards, and Elaine B. 8. Stocq 


Society of Apothecaries of London 


At recent examinations the following candidates 
successful :— 


Surgery.—H. A. Bhuttacharji, Univ. Coll. Hosp.; J. 
Cazalet, "Bombay oe West London Hosp. ; F. T. Futers, King” 
Coll. Hosp. . John, St. Mary’ sand West London Hosp.; 
G. 8. Par er, Daly, of Manch J. 
and Charing Cross Hosp. ; and J. W. Thomas, Welsh National 
School of Medicine. 

Medicine. —J. 8. P. Coutts, Bombay and St. Mary’s Hosp. ; 
F. J. H. de Marigny, Se *s Hosp.; A. P. Mittra, Royal Colleges, 


Turtle, Oxon. “and St. Thos. ; 
¢ Voller, St. Thos. ; O. Walker, 
D.W fiodar: Liverp. ; ‘and A. S. ivigneia, Camb. 


























N. Roberts, Univ. of ¢ ‘amb . 


Edinburgh ; J. E. Munn, St. Mary’s Hosp.; J. W. Spies, 
Univ. of Harvard ; tT). Tobin, Middlesex Hosp.; and R. L. 
Ww nn London Hosp 
Forensic Medicine. SP J. H. Marigny, Guy’s Hosp. ; 
P. Mittra, Royal Colleges, Faituee J. W. Spies, Univ 


or Harvard; P. Tobin, Middlesex Hosp.; and R. 7. Ww illiams, 
London Hosp. 


Midwifery —W. D. Brinton, Guy’s Hosp.; J. Poontagshel, 
Univ. of levee. R. Jones, St. Mary's Hosp. ; 
McMillan, Mid llesex Hosp. ; ; A. P. Mittra, Royal ‘colleges, 
Edinburgh ; . P. Morgan, St. Mary’s Hosp.; K. G. Pascall, 
Guy’s Hosp. ; » F. memes. St. Mary’s Hosp.; J. W. Spies, 
Univ. of Harvard; R. A. Stenhouse, Guy’ s Hosp.; and R. H.8. 
Thompson, Univ. of Oxford and Guy’s Hosp. 

The following candidates, having completed the final 
examination, are granted the diploma of the society 
entitling them to practise medicine, surgery, and mid- 
wifery :— 

J. . P. Coutts, J. W. 8 a R. A. McMillan, J. W. Thomas, 
J. E. T. Munn, and P. Tob 
Aberdeen University Citi London 

The 96th half-yearly dinner will be held at the Café 
Royal, Regent-street, at 7 for 7.30 p.m. on Thursday, 
Nov. 19th. The chairman will be Principal W. H. Fyfe 
and the guests will include Mr. Ramsay MacDonald. 


The bon. secretary’s address is 51, Harley-street, W.1. 
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THE viscounty conferred on Lord Dawson in the 
Birthday Honours list has been gazetted under “‘ the name, 
style, and title of Viscount Dawson of Penn, of Penn, in 
the county of Buckinghamshire.” 


Tue Association of Anesthetists of Great Britain 
and Ireland at their annual general meeting on Oct. 30th 
elected Lord Nuffield an honorary member, in recognition 
of his proposal to found a chair of anzsthetics in the 
University of Oxford. 

University of Edinburgh 

Dr. Edwin Bramwell has given to the department of 
medicine a collection of 3750 reprints of medical and 
scientific papers, with index, and a collection of lantern 
slides and Sir Byrom Bramwell’s lecture diagrams. 


British College of Obstetricians and Gynecologists 
The following have been awarded the diploma of the 
college (D.C.O.G.) after examination :— 


Moya Blackall, J. H. Boultbee, Jean F. Campbell, Henry 


Gaasenee. Vera E. aueen, M. R. Divekar, L. W. B. ‘Dobbin, 
a Hannay, J. D. Hardy a Jackson, Raymond 
Judson, R. St. John enn, . Leadley, 8. J.C. MacKay, 
I. Miller, J. F. O'Halloran, M. By. Paget, Frances E. Powell, 
Harold Powell, H. C. S. Pimblett, W. =< Roxburgh, Jean 
Sutherland, P. C. Thomas, Anna Vareed, C. A. H. Watts, and 
A. H. Winchester. 
Royal Medico-Psychological Association 
On Wednesday, Nov. 25th, at 3 p.m., at 1, Wimpole- 


street, London, W.1, Sir Walter Langdon-Brown will 
deliver the seventeenth Maudsley lecture to this associa- 
tion. He will speak on the biology of social life, and all 
interested are invited. 
Soviet Medical Encyclopedia 

The large Soviet Medical Encyclopedia, edited by 
Dr. N. A. Semashko, formerly People’s Commissar of 
Health for the R.S.F.S.R., has now been completed. It 
consists of 35 volumes containing 6396 articles and 80,000 
ic terms. 
Slark Lectures 
wh Clark lectures on the history of bacteiiology, 
xt week by Prof. William Bulloch, F.R.S., 
poned. It is hoped that he will give them 
Sth, Feb. Ist, 4th, and 8th, at 5.30 P.m., at 
1 of Hygiene, Keppel-street, W.C. 
e of Philosophy 
Nov. 17th, at 8.15 p.m., at University 
treet, W.C., Sir Herbert Samuel will 
dential address to this institute. It is 
deas. Cards of admission can be obtained 
of studies at University Hall, 14, Gordon- 
In, W.C. 
Hospital, B.E.F. 
mteenth annual dinner of the medical officers 
ospital will be held at the Trocadero Restaurant, 

on, W., on Friday, Dec. llth, at 7.45 p.m. The 

secretaries are Major-General H. M. Perry and Dr. H. L. 
Tidy, and they may be addressed at 39, Devonshire- 
place, W.1. 
Royal Buckinghamshire Hospital 

On Oct. 3lst the Duchess of York visited this hospital 
at Aylesbury to open the special departments’ building 
for out-patients and the nurses’ home extension. The 
new out-patient department includes a minor operation 
theatre, consulting-rooms, and electro-therapeutic, physio- 
therapeutic, and orthopedic rooms. Space has been left 
beside it for the addition of a new X ray department in 
the future. A three-storey wing has been added to the 
nurses’ home containing 28 new bedrooms. 
Papworth Village Settlement 

At the Sims Woodhead memorial laboratory at the 
Settlement, Dr. W. Pagel will give two demonstrations, 
on Saturday, Nov. 21st, and on Saturday, Nov. 28th, at 
3 p.m. The subjects of the demonstrations will be: new 
experiments on the dissociation of allergy and immunity ; 
the experimental production of allergy and immunity by 
non-specific influences in tuberculosis; the experimental 
production of isolated kidney tuberculosis; and the 
pathology of experimental bronchial asthma. Those who 
wish to attend should communicate with Dr. Pagel, 
Papworth Hall, Cambridge. 
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LONDON MEDICAL SOCIETIES 


AT the opening of a new session we are again 
giving for the convenience of our readers the names 
of presidents and hon. secretaries of London medical 


societies, with the addresses at which they can be 
approached. 

Royal Society of Medicine.—President: Sir John 
Parsons, F.R.S. Hon. secretaries: Dr. Anthony Feiling 
and Mr. John Hunter. (1, Wimpole-street, W.1.) 

Medical Society of London.—President: Sir William 
Willcox. Hon. secretaries: Dr. A. H. Douthwaite and 
Mr. A. Simpson-Smith. (11, Chandos-street, W.1.) 


Hunterian Society.—President: Mr. H. L. Attwater. 
Hon. secretaries : Mr. A. E. Porritt and Dr. John Leebody. 
(27, Harley-street, W.1.) 

Harveian Society.—President: Dr. Gilbert Orme. 
Hon. secretaries : Mr. John Hunter and Dr. F. 8. Cooksey. 
(70, Harley-street, W.1.) 

Royal Society of Tropical Medicine. 
Arthur Bagshawe. Hon. secretaries 
F.R.S., and Dr. Hamilton Fairley. 
Portland-place, W.1.) 


—President: Sir 
: Dr. C. M. Wenyon, 
(Manson House, 26, 


Royal Medico-Psychological Association.—President : 
Dr. Abdy Collins. Hon. general secretary: Dr. W. G. 
Masefield. (11, Chandos-street, W.1.) 

Society of Medical Officers of Health.—President: Dr. 
Ernest Ward. Executive secretary : Mr. G. L. C. Elliston. 
(1, Thornhaugh-street, W.C.1.) 

Association of Industrial Medical Officers.—President : 
Dr. N. Howard Mummery. Hon. secretary: Dr. Donald 
Stewart. (I.C.I. Metals Ltd., Kynoch Works, Witton, 
Birmingham.) 

Tuberculosis Association.—President: Dr. 8. Rood- 
house Gloyne. Hon. secretary: Dr. F. R. G. Heaf. 
(County Hall, 8.E.1.) 

British Institute of Radiology.—President: Prof. J. A. 


Crowther, Sc.D. Hon. secretaries: Dr. Boulton Myles 
and Mr. G. E. Bell, M.Sc. (32, Welbeck-street, W.1.) 
Society of Radiotherapists of Great Britain and Ireland.— 


President: Dr. G. F. Stebbing. Hon. secretaries: Dr. 
B. W. Windeyer and Dr. Ralph Phillips. (11, Chandos- 
street, W.1.) 

Medico-Legal Society.—President: Mr. C. Ainsworth 


Mitchell, D.Se. 
and Dr. W. G. 
square, W.1.) 

London Association of the Medical Women’s Federation.— 
President: Miss E. C. Lewis. Hon. secretary: Mrs, 
Philippa Martin, (40, Wimpole-street, W.1.) 

Medical Society of Individual Psychology.—Chairman : 
Dr. C. M. Bevan-Brown. Hon. secretary : Dr. Alexander 
Baldie. (7, Warrington-gardens, Warwick-avenue, W.9.) 

Society for the Study of Inebriety.—President: Dr. 
William Brown. Hon. secretary: Dr. T. N. Kelynack. 
(144, Harley-street, W.1.) 

The Cancer Society.—President : 
Hon. secretary: Dr. D. F. Kennard. 
N.W.1.) 

London Jewish Hospital Medical Society.—President : 
Mr. Arnold Sorsby. Hon. general secretary: Dr. Max 
Sorsby. (London Jewish Hospital, Stepney-green, E.1.) 

St. John’s Hospital Dermatological Society.—President : 
Dr. W. N. Goldsmith. Hon. secretary: Dr. I. Muende. 
(5, Lisle-street, W.C.2.) 

Chelsea Clinical Society.—President: Mr. Andrew 
Rugg-Gunn. Hon. secretaries: Mr. H. Paxton Baylis 
and Dr. Robert Cutler. (8, Lower Sloane-street, 8.W.1.) 

Hackney Medical Society.—President : Dr. A. J. Ambrose. 
Hon. secretary: Dr. H. Stark. (26, Stoke Newington 
Common, N.16.) 

Hampstead Medical Society.—President: Dr. James 
Andrews. Hon. secretaries: Dr. T. J. Hollins and Dr. 
N. A. Sprott. (2, Frognal, N.W.3.) 

North London Medical pr Chirurgical Society.—Presi- 
dent: Dr. E. C. Girling. Hon. secretaries: Dr. W. E. 
Snell and Dr. J. M. Campbell Maxwell. (Royal Northern 
Hospital, N.7.) 

North-West London 


Hon. secretaries : Mr. 
Barnard. 


Artom A. Romain 
(120, Seymour-place, Bryanston- 


Dr. A. C. Magian. 
(225, Euston-road, 


Medical Society.—President: Sir 
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MEDICAL 


NEWS 





University of Oxford 


The Rolleston memorial prize has been divided between 
B. G. Maegraith and J. A. Moy-Thomas. The essay sent 
in by M. L. R. Pettersson was “ of considerable merit.” 


University of Cambridge 


On Oct. 31st the following degrees were conferred :— 


MS. B.Chir.—L. I. 8. Campbell. 
B.—J. F. Dow and J. R. ‘Bodington. 
B. Chir. —* J. G. Warren and H. A. Hamilton. 


By Boy 
Dr. J. F. Brock, late medical first assistant at the 
British Postgraduate medical school, has been appointed 
assistant director of research in medicine for five years. 
Dr. J. S. Baxter a university demonstrator in the depart- 
ment of anatomy for three years. 


Royal College of Physicians of London 

At a comitia of the college held on Oct. 29th, with 
Lord Dawson, the president, in the chair, Prof. G. W. 
Watson, Mr. Eardley Holland, Prof. J. A. Ryle, 
Dr. Edward Mellanby, and Sir Arthur MacNalty were 
elected councillors. Dr. Arnold Stott was appointed an 
examiner in medicine to the conjoint board, and 
Dr. Adolphe Abrahams, a member of the committee of 
management of the board. Sir Comyns Berkeley was 
re-elected a representative of the college on the Central 
Midwives Board, and Sir William Willcox a representative 
on the Poisons Board. The president announced that 
Dr. B. E. Schlesinger had been appointed Milroy lecturer 
for 1938 and that the Jenks memorial scholarship had been 
awarded to Stanley Mitchell Sangster, late of Epsom 
College. 

The following candidates were admitted to the memnber- 
ship of the college :— 

Thomas George Armstrong, L.R.C.P. Lond., Pranatharthihara 
Arunachalam, M.D. Madras, Abdel Aziz Mohammed Askar, 
M.B. Cairo, Arthur Leslie Banks, M.D. Lond., Ernest Robert 
a M.B. Adelaide, Philip Strachan Buc skley, M.B. Oxon,, 

William Howard Pinney Cant, M.D. Lond., Lewis Cherniack, 
M.D. Manitoba John Peto’ Child, M.B. Oxon. . Mustets 
El-Diwany, M.B. Cairo, Thomas Neilson Fraser, M.B. Glas 
Jaharlal Ghosh, M.D.Calcutta, William Hewitt Gillespie, 
M.D. Edin., Louis Glick, M.B. Leeds, Ian Gordon, M.B. Aberd., 
James Wallace Graham, M.D. Toronto, George Dickinson 
Hadley, L.R.C.P. Lond., Ernest Henry Rhys Harries, M.D. Lond., 
Augusta Gladys Harrison, L.R.C.P.Lond., John Vernon 
Hurford, M.D. Belf., Thomas Ellis Jones-Davies, L.R.C.P. Lond., 
Robert Kemp, M.D. Liverp., John Joseph Herbert Lowe, 
M.D. Durh., Alexander McIlroy, M.B.N.Z., Shiva Saran Misra, 
M.D. Lucknow, Annie Mildred Mocatta, M.B. Melb., Joseph 

ld Nassim, M.B. Oxon., Jamnadas Chaturbhai Patel, 
M.D. Bombay, Kenneth Murray Allan Perry, L.R.C.P. Lond., 
Walter Lazarus Philli ps, M.B. W itwatersrand, John Rawlings 
Rees, M.D. Camb. Paul Harmer Sandifer, L.R.C.P. Lon 
cpenenee Sen, M.B. Calcutta, Arthur Harold Makins Siddons, 
M.B.Camb., Edmund Cyril Smith, M.D. Dubl., John David 

Spillane M.B. Wales, James Sydney Tod Stevens, M.B. Melb., 
Frederick Wi illiam Ta’ Bois, M.D. Lond., Ian Taylor, M.B. Lond., 
Gladys Ward, M.D. Edin., ‘Leonard Roy West, M.B. Adelaide. 


Licences to practise were conferred upon 143 candidates 
(122 men and 21 women) who have passed the final 
examination of the Conjoint Board, and have complied 
with the by-laws of the College. The following are the 
— and medical schools of the successful candidates :— 


P. A. Algor Rs Middlesex; D. A. Anderson, Camb. and 
St. Thos. Anderson, Liverp.; G. S. Arnold, Lond. ; 
W. K. Bad tt, Middlesex ; Kathleen R. Barker, Roy. Free 
and West Lond. H. B. Basu, Calcutta ont St. Bart.’s ; 
H. M.S. G. Beadnell, Cardiff and Guy’ 8; A. G. Bellamy, Camb. 
one St. Thos. ; D. Ww. Bentinck, Camb. and Middlesex ; Vivien 

. M. Bisley, Roy. Free; M Biswas, Calcutta and West 


eh Irene B. Black, Roy. Free ; Doris M. H. 
—_ Infirmary ; A. C. Brewer, Liverp. ; 

Westminster; A. E. Burjony, 

L. Buttle, Westminster ; J. H. Cater, St. Mary’s; J. E 
Cates, St. Bart.’s ; Cave, Camb. and King’s Coll.; A. A. 
Chawdhery Punjab and. Birm. ; Agnes C. Clark, Camb., Roy. 
Free, and West Lond. . K. Cooke, Leeds ; N. Crosby, Guy’ oy 
I. H. Davies, Middicwex + : 7. S. Davies, Westminster; J. G. B. 
De Vine, St. B Sarah Dolinsky, Roy. Free and West 


Boon, Halifax 
D. Brice, Manch. 
amy “and West Lond. 


art.’s ; 


Lond.; C. Donald, Melb.; K. W. Donal’, Camb. and 
St. — ate F.8 A. Doran, Camb. and Manch. - Drennan, 
Liver . Bae Guy’s ; > Himes, Capen 
C. Ne “Paith, St. George’s ; B. Fiacks, a ii. 

Franklin, Gu; J. E. Furness, St. Thos. ; MT. adhere, 


x; W. J. Gardner, Guy’ t. “Dorothy oan 
. A. Gibson-Hill, Camb. and King’s Coll. 
E. Gill-Carey, Guy’ i E. Gillett, Guy" s; W.A. aan Manch. 
Cc. Graham, Belf. ; Grahame, M ddlesex ; ; Gray, Camb’ 
and St. Bart.’s ; om ie Haber, gt. Meee %. B. ee 
Camb. and Lond.; M.A. Hai, Paina and Cardiff’; H. P- 
Hale, Cape and St. Thos.; G: N. St. J. Hallett, Camb. *.," 


St. Thos.; A. J. Hardy, Westminster; Margaret C. Hartley 
and Denise O. Henry, Roy. Free ; . M. Hewat, St. Mary’s 
F. Hirschman, St. George’s; G. T. Holroyd, St. Thos.; M. C. 
Hood, Manch.; T. H. Hughes, St. Bart.’s; J. I. A. Jamieson, 
Manch.; Mary John, Punjab and West Lond.; T. E. Johnson, 
Camb. and Westminster; H. G. Jones, Middlesex; J. G. Jones, 
Cardiff and St. Mary’s; R. T. Jones, Liverp.; W. A. Jones, 
St. Mary’s; A. L. Kauffman, King’s Coll. ; elen M. Kennedy, 
Roy. Free; A. R. R. Kent, Middlesex ; Dorothea M. Kerslake, 
Roy. Free and West Lond. ; .C. Knight, Camb. and St. Bart.’s; 
J. Lawson, Liverp.; C. i pr, St. Bart.’s; O. C. Lloyd, 
Camb. and Lond. ; M. A. Loutfy, a and St.’ Mary’s ; G. E. 
Loxton, Camb. and St. Bart.’s; L. G. Lyle, Guy’s; J. A. V 


McCrea, Cardiff and Lond.; H. C. Maclaren, Camb. and 
St. Bart.’s; G. S. Malvai, Punjab and West Lond.; N. ° 
Martin, Oxon. and Middlesex Oonnunniamma Matthai, 
Madras and Edin.; R. T. May, Camb. and St. Thos. ; M. D. 
a Camb. and St. George’s; A. J. Moon, Camb. and 
Lond. ; <5: M. D. Morrell, Roy. Free; R. a Murphy, 
Sheff.; A. T. M. Myres, Oxon. ‘and St. Thos.; R. Nevis 
Coma and Guy’ ss Muriel L. Newhouse, Roy. it w. 

Parker, Manch.; R. W. Parnell, Oxon. and Lond. ; P. M. r 


Phillips, King’s Coll.; A. D. Picto 
J. E. Pike, Middlesex ; Fanny 
Free; P. C. Posford, St. Thos. ; 
M. Price, Kinw’s Coll.; R. F. 
M. Robinson, Roy. Free; H. Rosen 

Rotter, St. Bart.’s ; E. M. ‘Rowland, Univ. Coll.; P.C 
Camb. and Lond.; D. A. Saunders, Ca Cardiff ; 

and Univ. Coll.; "A. S. Sen, King’s Coll. and Charing Cross ; 
I. B. Sen Gupta, Bengal and West Lond.; O. H. 
and King’s Coll.; R. M. Shaw, Manch. ; M. S 
Osmania and Leeds; H. Sirota, Camb. and Lo 

Skinner, St. Mary’s; H. B. Slater, Manch. ree mgaite ‘Guy’ 8; ; 
Eveline A. Smith, Univ. Coll. ; H. Ww. Smith, ee and Birm. : 
J. L. Smith, Camb. and St. Bart.’s; Sheila G. Snook, Roy. 
Free; J. W. Spies, Harvard ; Christine M. Stacey, Roy. Free ; 
H. J. Stammers, King’s Coll. ; B. St. J. Steadman, Chari 
Cross; M. Sternbe: 3 Middlesex ; D. H Swayne, Oxon. an 
St. George’s; R. G. Talwalkar, Bombay and Lond. 3 J. Thomas, 
Cardiff; J. W. Thompson, Birm. and St. Bart.’s; Claire Pp. 
Thomson, Manch. ; iruchelvam, Le a J. D. 
Tonkinson, Camb. and Ww estminster; J. Toussaint, 
Ceylon and Middlesex ; P. de B. Turtle, Oxon. A St. Thos. ; 


J. Vehrman, St. Bart J. J. Volier, St. Thos. O. Walker, 
Manch. : E. D. W Rocke: Liverp. ; ‘and A. S. ivisncia, Camb. 
and Univ. Goll. 


Diplomas were conferred jointly with the Royal College 
of Surgeons as follows : 


Diploma in Child Health—R. K. Clough, M. Coke, R. E. C. 
Capttpeene, R. A. Davar, L. F. Dods, R. V. Harris, W. Hender- 
son, Jacobs, Grace E. McConkey, F. J. W. ‘Miller, J.N. 
Morris, 5 G. Nimatallah, BD. me Mee ) Reddy, Marjorie A. 
Robson, K. Samson, T. J. Stewart, and Ma May Su. 

Diploma in Public Health. —D. S. Clark, Margaret F. Coveney, 
ae Druker, C. R. M. Greenfield, “B. D. Khurana, H. E. Knott, 

J. MeNally, R. L. Osmaston, Emily L. Simon, J. Singh’, 
Tall D. W. Soman. 

Diploma in Anesthetics —W. R. Cooper, Charles Corfield, 
H. 8. Drabble, H. A. Richards, and Elaine B. 8S. Stocquart. 


Society of Apothecaries of London 


At recent examinations the following candidates were 
successful :— 


Surgery.—H. A. Bhuttacharji, Univ. Coll. 
Cazalet, Bombay and West London Hosp.; F.T. Futers, King’s 
Coll. Hosp.; H. W. John, St. Mary’s and ‘West London Hosp.; 
G. 8. Parker, Univ. of Manch. ; N. Roberts, Univ. of Camb. 
and Charing Cross Hosp.; and J. W. Thomas, Welsh National 
School of Medicine. 

Medicine.—J. 8. P. Coutts, Bombay and St. 
F. J. H. de Marley, Guy’s 


Hosp.; J. W. 


Mary’s Hosp. ; 
Hosp.; A. P. Mittra, Royal Colleges, 


i“ g T. Munn, St. Mary’s Hosp. ; : V. Spies, 
Univ. of Harvard; P. Tobin, Middlesex Hosp. ; and R. L. 
Williams, London Hosp 
Forensic Medicine. a J. H. de Marigny, Guy’s Hosp.; 
A. P. Mittra, Royal Colleges, Edinburgh; J. W. Spies, Univ. 
of Harvard; P. Tobin, Middlesex Hosp.; and R. L. Williams, 
London Hos 


J. Frankenthal, 
St. Mary’s Hosp.; 


Midwifery. ee D. Brinton, Guy’s Hosp. ; 
7 E. R. J 
Middlesex Hosp.; A. P. 


Univ. of Liver jones, 


MeMillan, Mittra, Royal Colleges, 
Edinburgh ; J. W. P. Morgan, St. Mary’s Hosp. ; K. G. Pascall, 
Guy’s Hosp.; A. F. Rogers, St. Mary’s Hosp.; J. W. 


s ies, 
Univ. of Harvard; R. A. Stenhouse, Guy’s Hosp. ; and R. ii. 8. 
Thompson, Univ. of Oxford and Guy’s Hosp. 

The following candidates, having completed the final 
examination, are granted the diploma of the society 
entitling them to practise medicine, surgery, and mid- 
wifery :— 

J. . P. Coutts, J. W. Soles, R. A. McMillan, J. W. Thomas, 
J. E. T. Munn, and P. Tobi 
Aberdeen University Club, London 

The 96th half-yearly dinner will be held at the Café 
Royal, Regent-street, at 7 for 7.30 p.m. on Thursday, 
Nov. 19th. The chairman will be Principal W. H. Fyfe 
and the guests will include Mr. Ramsay MacDonald. 


The bon. secretary’s address is 51, Harley-street, W.1. 
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THE viscounty conferred on Lord Dawson in the 
Birthday Honours list has been gazetted under “‘ the name, 
style, and title of Viscount Dawson of Penn, of Penn, in 
the county of Buckinghamshire.” 


Tue Association of Anesthetists of Great Britain 
and Ireland at their annual general meeting on Oct. 30th 
elected Lord Nuffield an honorary member, in recognition 
of his proposal to found a chair of anesthetics in the 
University of Oxford. 

University of Edinburgh 

Dr. Edwin Bramwell has given to the department of 
medicine a collection of 3750 reprints of medical and 
scientific papers, with index, and a collection of lantern 
slides and Sir Byrom Bramwell’s lecture diagrams. 
British College of Obstetricians and Gynaecologists 

The following have been awarded the diploma of the 
college (D.C.O.G.) after examination :— 

Moya Blackall, J. H. Boultbee, Jean F. Campbell, Henry 
Canwarden, Vera E. Claxton, M. R. Divekar, L. W. B. Dobbin, 
A. 8. Hannay, J. D. Hardy, Margaret Jackson, Raymond 
Judson, R. St. John Kemm, 2 Leadley, 8S. J.C. MacKay, 
G. I. Miller, J. F. O’Halloran, M. Y. Paget, Frances E. Powell, 
Harold Powell, H. C. S. Pimblett, W. A. Roxburgh, Jean 
Sutherland, P. C. Thomas, Anna Vareed, C. A. H. Watts, and 
A. H. Winchester. 

Royal Medico-Psychological Association 

On Wednesday, Nov. 25th, at 3 p.m., at 1, Wimpole- 
street, London, W.1, Sir Walter Langdon-Brown will 
deliver the seventeenth Maudsley lecture to this associa- 
tion. He will speak on the biology of social life, and all 
interested are invited. 

Soviet Medical Encyclopedia 

The large Soviet Medical Encyclopedia, edited by 
Dr. N. A. Semashko, formerly People’s Commissar of 
Health for the R.S.F.S.R., has now been completed. It 
consists of 35 volumes containing 6396 articles and 80,000 
scientific terms. 

Heath Clark Lectures 

The Heath Clark lectures on the history of bacteiiology, 
to be given next week by Prof. William Bulloch, F.R.S., 
have been postponed. It is hoped that he will give them 
on Jan. 25th, 28th, Feb. Ist, 4th, and 8th, at 5.30 p.m., at 
the London School of Hygiene, Keppel-street, W.C. 
British Institute of Philosophy 

On Tuesday, Nov. 17th, at 8.15 p.m., at University 
College, Gower-street, W.C., Sir Herbert Samuel will 
deliver his presidential address to this institute. It is 
entitled War of Ideas. Cards of admission can be obtained 
from the director of studies at University Hall, 14, Gordon- 
square, London, W.C. 


14 Stationary Hospital, B.E.F. 

The seventeenth annual dinner of the medical officers 
of this hospital will be held at the Trocadero Restaurant, 
London, W., on Friday, Dec. llth, at 7.45 p.m. The 
secretaries are Major-General H. M. Perry and Dr. H. L. 
Tidy, and they may be addressed at 39, Devonshire- 
place, W.1. 

Royal Buckinghamshire Hospital 

On Oct. 31st the Duchess of York visited this hospital 
at Aylesbury to open the special departments’ building 
for out-patients and the nurses’ home extension. The 
new out-patient department includes a minor operation 
theatre, consulting-rooms, and electro-therapeutic, physio- 
therapeutic, and orthopedic rooms. Space has been left 
beside it for the addition of a new X ray department in 
the future. A three-storey wing has been added to the 
nurses’ home containing 28 new bedrooms. 

Papworth Village Settlement 

At the Sims Woodhead memorial laboratory at the 
Settlement, Dr. W. Pagel will give two demonstrations, 
on Saturday, Nov. 21st, and on Saturday, Nov. 28th, at 
3 p.m. The subjects of the demonstrations will be: new 
experiments on the dissociation of allergy and immunity ; 
the experimental production of allergy and immunity by 
non-specific influences in tuberculosis; the experimental 
production of isolated kidney tuberculosis; and the 
pathology of experimental bronchial asthma. Those who 


wish to attend should communicate with Dr. Pagel, 
Papworth Hall, Cambridge. 
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LONDON MEDICAL SOCIETIES 


AT the opening of a new session we are again 
giving for the convenience of our readers the names 
of presidents and hon. secretaries of London medical 
societies, with the addresses at which they can be 
approached. 

Royal Society of Medicine.—President : 
Parsons, F.R.S. Hon. secretaries: Dr. Anthony Feiling 
and Mr. John Hunter. (1, Wimpole-street, W.1.) 

Medical Society of London.—President: Sir William 
Willcox. Hon. secretaries: Dr. A. H. Douthwaite and 
Mr. A. Simpson-Smith. (11, Chandos-street, W.1.) 

Hunterian Society.—President: Mr. H. L. Attwater. 
Hon. secretaries : Mr. A. E. Porritt and Dr. John Leebody. 
(27, Harley-street, W.1.) 

Harveian Society.—President: Dr. Gilbert Orme. 
Hon. secretaries : Mr. John Hunter and Dr. F. 8. Cooksey. 
(70, Harley-street, W.1.) 

Royal Society of Tropical Medicine. 
Arthur Bagshawe. Hon. secretaries 
F.R.S., and Dr. Hamilton Fairley. 
Portland-place, W.1.) 


Sir John 


President: Sir 
Dr. C. M. Wenyon, 
(Manson House, 26, 


Royal Medico-Psychological Association.—President : 
Dr. Abdy Collins. Hon. general secretary: Dr. W. G. 
Masefield. (11, Chandos-street, W.1.) 

Society of Medical Officers of Health.—President: Dr. 


Ernest Ward. Executive secretary : Mr. G. L. C. Elliston. 
(1, Thornhaugh-street, W.C.1.) 

Association of Industrial Medical Officers.—President : 
Dr. N. Howard Mummery. Hon. secretary: Dr. Donald 


Stewart. (I.C.I. Metals Ltd., Kynoch Works, Witton, 
Birmingham.) 

Tuberculosis Association.—President: Dr. 8S. Rood- 
house Gloyne. Hon. secretary: Dr. F. R. G. Heaf. 


(County Hall, 8.E.1.) 
British Institute of Radiology.—President : 

Crowther, Sc.D. Hon. secretaries: Dr. Boulton Myles 

and Mr. G. E. Bell, M.Sc. (32, Welbeck-street, W.1.) 

Society of Radiotherapists of Great Britain and Ireland.— 
President: Dr. G. F. Stebbing. Hon. secretaries: Dr. 
B. W. Windeyer and Dr. Ralph Phillips. (11, Chandos- 
street, W.1.) 

Medico-Legal Society.—President : 
Mitchell, D.Se. Hon. secretaries : 
and Dr. W. G. Barnard. 
square, W.1.) 

London Association of the Medical Women’s Federation.— 
President: Miss E. C. Lewis. Hon. secretary: Mrs, 
Philippa Martin. (40, Wimpole-street, W.1.) 

Medical Society of Individual Psychology.—Chairman : 
Dr. C. M. Bevan-Brown. Hon. secretary : Dr. Alexander 
Baldie. (7, Warrington-gardens, Warwick-avenue, W.9.) 

Society for the Study of Inebriety.—President: Dr. 
William Brown. Hon. secretary: Dr. T. N. Kelynack. 
(144, Harley-street, W.1.) 

The Cancer Society.—President : 
Hon. secretary: Dr. D. F. Kennard. 
N.W.1.) 

London Jewish Hospital Medical Society.—President : 
Mr. Arnold Sorsby. Hon. general secretary: Dr. Max 
Sorsby. (London Jewish Hospital, Stepney-green, E.1.) 

St. John’s Hospital Dermatological Society.—President : 
Dr. W. N. Goldsmith. Hon. secretary: Dr. I. Muende. 
(5, Lisle-street, W.C.2.) 

Chelsea Clinical Society.—President: Mr. Andrew 
Rugg-Gunn. Hon. secretaries: Mr. H. Paxton Baylis 
and Dr. Robert Cutler. (8, Lower Sloane-street, 8.W.1.) 

Hackney Medical Society.—President : Dr. A. J. Ambrose. 
Hon. secretary: Dr. H. Stark. (26, Stoke Newington 
Common, N.16.) 

Hampstead Medical Society.—President: Dr. James 
Andrews. Hon. secretaries: Dr. T. J. Hollins and Dr. 
N. A. Sprott. (2, Frognal, N.W.3.) 

North London Medical and Chirurgical Society.—Presi- 
dent: Dr. E. C. Girling. Hon. secretaries: Dr. W. E. 
Snell and Dr. J. M. Campbell Maxwell. (Royal Northern 
Hospital, N.7.) 

North-West London 


Prof. J. A. 


Mr. C. Ainsworth 
Mr. Artom A. Romain 
(120, Seymour-place, Bryanston- 


Magian. 


Dr. A. C. 
5, Euston-road, 


(22% 


Medical Society.—President: Sir 
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Harold Gillies. Hon. secretary : Mr. Lionel Green. (127, 
Harley-street, W.1.) 

Priory Medical Society.—Hon. secretary: Dr. Robert 
Cruden. (3, Anson-road, Cricklewood, N.W.2.) 

South-West London Medical Society.—President : Dr. A. 
Clarke. Hon. secretaries: Dr. E. G. Housden and Dr. 
A. W. Wells. (51, Longley-road, 8.W.17.) 

Paddington Medical Society.—President : Dr. Alexander 


OPENING OF THE NEW SESSION 
The King’s Speech 


THE new session was opened by H.M. the King 
in the House of Lords on Tuesday, Nov. 3rd. 

The King in his Gracious Speech from the Throne 
said the present law regulating the conditions of 
work in factories was based on the Act of 1901, and 
though it had from time to time been modified in 
certain particulars further amendment and _ con- 
solidation were long overdue. The Government 
intended to invite Parliament to undertake and 
carry through this important work in the course of 
the present session. His Majesty said he was impressed 
with the need for more comprehensive measures to 
improve the physical condition of the nation, especi- 
ally among the younger members of the community, 
and the Government would in due course submit 
to Parliament proposals designed to carry out 
this purpose. Encouragement would continue to 
be given to the development of the existing public 
health services. Vigorous action for the provision 
of housing accommodation to replace slum dwellings 
and abate overcrowding would be maintained. 
Legislation would be introduced to provide medical 
care for young persons who had left school and 
entered employment, and to extend to persons with 
limited income voluntary insurance for the purpose 
of pensions. Measures would also be submitted to 
reduce the age limit for the award of pensions to 
blind persons, and to make further provision for the 
superannuation of local government officers. A Bill 
would be laid before Parliament to remove certain 
anomalies in the present standing of Ministers by 
adjustments and alterations in their salaries, and for 
other purposes. Close attention would be given to 
the improvement of conditions in Scotland. The 
Government were examining the Report of the Com- 
mittee on Scottish Health Services, and among 
measures relating to health a Bill for the develop- 
ment of Scottish maternity services would be intro- 
duced. Other measures of importance would be laid 
before Parliament and proceeded with as time and 
opportunity offered. 

Physical Condition of the Nation 

In the House of Commons Miss HorspruGs, in 
moving an Address in reply to the Speech from the 
Throne, said she welcomed the assurance that pro- 
posals would be introduced for more comprehensive 
efforts to improve the physical condition of the 
nation. Much had already been done, but there 
were gaps in our health services which she was glad 
to think were to be filled up. The people of Scotland 
would await with interest the result of the examina- 
tion of the Report on the Scottish health services, 
and would welcome the Bill for further developments 
of maternity services in Scotland. 

Mr. ATTLEE, Leader of the Labour Opposition, 
remarked that there was widespread malnutrition 
and it was said that the country could not afford 
more for the unemployed than the bare limits of 
the means test. There were 4,500,000 persons in 
the country below the minimum standard scale of 
the British Medical Association. School-children were 
suffering from malnutrition and the recruiting returns 
showed that they could not get men of the proper 
physical standard, Those returns were the result 
of the neglect of mothers and children in the past. 

Mr. BALDWIN, Prime Minister, said he hoped that 
the Factories Bill would be introduced before Christ- 
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Baldie. Hon. secretary: Dr. 8. Crown. (81, Elgin- 
avenue, W.9.) 

West London Medico-Chirurgical Society.—President : 
Mr. Neil Sinclair. Hon. secretaries : Dr. W. K. McKinstry 
and Mr. A. Simpson-Smith. (1, Gunterstone-road, W.14.) 

West Kent Medico-Chirurgical Society.—President : Dr. 
H. V. Morlock. Hon. secretary: Dr. C. J. B. Buchan. 
(267, Baring-road, Grove Park, S.E.12.) 








mas, and that they would be able to deal with all 
aspects of the subject. They considered the existing 
law to be out of date. The Bill would not only be a 
consolidating measure, but a measure of revision 
bringing existing laws up to date. It should give a 
greatly improved provision for safety, health, and 
welfare in the factories. The work of housing and 
slum clearance would be tackled vigorously. Referring 
to housing, the right hon. gentleman said there was 
much work to be done under the Overcrowding Act. 
Local authorities had found that about 340,000 
houses out of a total of about 9,000,000 inspected 
were overcrowded, but this was well within the capa- 
city of the local authorities. The Government 
attached importance to medical care for young 
persons. They would fill a gap there between the 
school medical service and the age of 16, a most 
important gap from birth to the adult period of life. 

Sir S. CHAPMAN welcomed the measure fore- 
shadowed in the King’s Speech for seriously taking 
in hand the physical training of the nation. He 
urged the establishment of athletic clubs, with 
committees comprising representatives of the mem- 
bers of the clubs, university professors, men eminent 
in sport, and perhaps a medical man. 

Better Housing and Nutrition 

In the House of Lords Lord CORNWALLIS, in 
seconding the Address in reply to the Speech from 
the Throne, said that the foundation for an improve- 
ment in the health of the people must be laid before 
physical improvement could take place. Houses 
with provision of light and air were a necessity, 
coupled with good food. Slums and lack of nutrition 
would not grow healthy bodies, however intensive 
physical education might be. He made a special 
plea for children between the ages of 14 and 18. He 
hoped that the Government’s plans would pay special 
attention to that age-group, and that they would 
coéperate fully with the voluntary organisations. 

Lord SNELL said that the question of the physical 
health of the nation should have been tackled decades 
ago. No interest would have been aroused in the 
matter except for the position in regard to recruiting. 
What unfit people needed was better and regular 
food, rather than physical exercises. If the Govern- 
ment wished to tackle the question of the physique 
of Army recruits, they should tackle it at the right 
end. 

Viscount Hawirax, Lord Privy Seal, gave an 
assurance that the Government realised to the full 
the close connexion between the physical and mental 
health of the people. Medical men were constantly 
emphasising how closely allied were the mind and 
the body. It was impossible to have a contented 
population unless they brought the physical condi- 
tions of life closer to those which they would all 
like to see. It was the desire of the Government to 
make every use they could of the voluntary societies, 
which had done excellent work. 





QUESTION TIME 
THURSDAY, OCT. 29TH 


Slum Clearance and Overcrowding 


Sir Gzorce Mircneson asked the Minister of Health 
if he could make a statement as to the progress in respect 
of slum clearance and the abatement of overcrowding.— 
Sir Krinestey Woop replied : Some 25,000 slum dwellers 
are being rehoused month by month under the five-year 
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slum clearance plan, and the total at the end of August 
was some 450,000. I have fixed “ appointed days ” for 
overcrowding in respect of 1320 of the total 1536 authori- 
ties. For 1284 the appointed day is Jan. Ist next, and for 
36 it is April Ist next, and rehousing proposals to abate 
overcrowding are now under active consideration. 

Mr. Macquisten: In any of these housing schemes are 
the people being housed in tall tenements or lower build- 
ings ?—Sir K. Woop: I think there is a variety.—Mr. 
Macquisten: Will the right hon. gentleman see that if 
they are put into these tenements they are provided with 
lifts, as it is hard work for the people to climb the stairs ? 

Mr, THorne: Is the right hon. gentleman aware that 
the difficulty in many towns is due to the fact that the 
ordinary landlord will not let houses to people who have 
large families ?—Sir K.Woop: Perhaps the hon. Member 
will communicate to me any cases he has in mind. 


Health and Safety in Mercantile Marine 


Mr. Eve asked the President of the Board of Trade 
what action had been taken to amend and modernise 
the regulations governing the manning of the mercantile 
marine and the conditions, including safety, in that 
service.—Dr. Burorn, Parliamentary Secretary to the 
Board of Trade, replied : New instructions regarding the 
deck manning of foreign-going ships have been in force 
since July last. Revised instructions as to annual loan 
line surveys are under consideration by the Merchant 
Shipping Advisory Committee, and new draft instructions 
as to crew accommodation will shortly be submitted to 
that committee. Discussions are proceeding with the 
classification societies and the industry in regard to the 
steps to be taken to implement the recommendations of 
the Steering Gear Committee. As an interim measure 
a letter drawing the attention of owners of cargo ships 
to the special measures which the Board of Trade con- 
sider ought to be taken in regard to steering gear, hatch 
covering arrangements, and annual loan line surveys 
has been sent to the shipowners’ organisations and has 
been circulated by them to shipowners concerned. 

Sir Francis FREMANTLE: What action has been taken 
in regard to the health provisions which have been sug- 
gested and urged upon the Board of Trade for at least 
20 years and nothing done? Has anything been done 
with regard to the messing and health services required 
for the men ?—Dr. Buren: A great deal has been done, 
but obviously that is entirely a different question from 
the one on the Paper. 
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SOCIETIES 


ROYAL SOCIETY oF MEDICINE, 1, Wimpole-street, W. 
TuEspDAyY, Nov. 10th. 
Therapeutics a Pharmacology, and Urology. 5 P™M. Dr. 
M. L. Rosenheim, Dr. W. W. Payne (with oor A. G. 
Signy), Mr. E. W. Riches, and Mr. A. W. Cubitt : 
Urinary Antiseptics (including Sodium and Ammonium 
Mandeliate). r. Clifford Morson will also speak. 
Psychiatry. 8.30 pm. Dr. T. A. Ross: Medicine and 
Science. (Presidential Address.) 
FrRipay. 
Clinical. 5.30 P.M. (Cases at 4.30 p.m.) Dr. E. A. 
Cockayne: 1. Myositis Ossificans Progressive. Dr. 
M. B. Ray: 2. Nodular Rheumatism. Mr. D. C. L. 
Fitzwilliams: 3. A Series of Cases of Partial Amputa- 
tion of the Breast for Early Carcinoma. 
Ophthalmology. 8.30 P.M. (Cases at 8 P.M.) Mr. A. 
Ballantyne: A Case of Cranio-facial Dysostosis. Mr. 
J. Minton: A Clinical Study of 54 Cases of Occlusion 
of the Central Artery of the Retina and its Branches. 
Dr. Frances Richman (New York): Heemorrhages in 
the Fundi of the New-born. Mr. T.M. Tyrell: Tubercle 
on the Free Border of the Iris. 
MEDICAL SOCIETY OF LONDON, 11, Chandos-street, W. 
MONDAY, Noy. 9th.—8.30 p.m., Mr. Bowdler Henry: 
etiology and Treatment of imposes Wisdom Tooth 
LONDON JEWISH HOSPITAL MEDICAL SOCIETY, 


Stepney Green, E. 
HURSDAY, Nev. 12th.—3.30 P.M., Clinical Cases. 4.45 P.M., 
Dr. J. Leon Jona: Obscure Kidney Pain—Physio- 
logical Investigation and Indications for Treatment. 
PH ARMACEUTICAL SOCIETY, 17, Bloomsbury-square, W.C. 


ae. Noy. 10th.—8.30 p.m., Dr. Donald Hunter: 
ustrial Toxicology of To- day. 
BIOCHEMICAL * SOCIETY. 


FRIDAY, Nov. 13th.—5 P.M. (Physiology Institute, Newport- 
road, Cardiff), Short Communications and Demon- 
strations. 
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PADDINGTON MEDICAL SOCIETY. 

TUESDAY, Nov. p.m. (Great Western Royal 
Hotel, W.), Dr. Pearse Williams: Some Common 
Difficulties of Infant Feeding during the First Year 

w — KENT ee ae AL SOCIETY. 

FRIDAY, Nov. 13th.—8.45 P.M. (Miller General Hospital, 
Greenwich), Mr. Hope ¢ ww Ay he Part which can 
be played by Rectal Examination in the Diagnosis 
of Surgical Conditions 

SOUTH-WEST LONDON MEDICAL SOCIETY. 

WEDNESDAY, Nov. 1lth.—9 P.M. (Bolingbroke Hospital, 
Wandsworth Common), Mr. Blundell Bankart: Frac- 
tures of the Neck of the Femur 

NORTH LONDON MEDICAL AND 
SOCIETY, Royal Northern Hospital, Holloway-road, 
Fripay, Nov. 13th.—9.15 P.m., Clinical Evening. 
MEDICAL SOCIETY OF INDIVIDUAL PSYCHOLOGY 

THURSDAY, Nov. 12th.—8.30 P.M. .11, Chandos-street, W.), 
Symposium on Mental Health in Childhood and Adoles- 
5 re Dr. Joyce Partridge: The Management 

f Karly a 
HARVEIAN SOCIET 

FRIDAY, Nov. hy __8.30 P.M. (Hospital for Sick Children, 

Great Ormond-street, W.C.), Clinical Meeting. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 





CHIRURGICAL 
N 


ROYAL et 7am OF PHYSICIANS OF LONDON, Pall 
Mall East, 

Tc Lo : 10th.—5 P.m., Dr. J. D. Rolleston: The 

History of the Acute Exanthemata. (Second Fitz- 


Patrick Lecture.) 
THURSDAY.—5 P.M., Dr. R. R. Trail: 
ae of Pulmonary § Tuberculosis (Mitchell 
ROYAL SANITARY INSTITUTE, 90, 
road, 8.W 
TUESDAY, Nov. 10th.—5.30 P.m., Lt.-Col. Gerald Leighton : 
The Supervision of the Nation’s Food-supply (Ben- 
jamin Ward Richardson Lecture.) 
INSTITUTE OF HYGIENE, 28, Portland-place, 
WEDNESDAY, Nov. 11th.—3.30 P.M., Dr. z=. a 
Children’s Health in Winter. 
we SG POSTGRADUATE MEDICAL 
roa 


Recent Aids to the 


Buckingham Palace- 


SCHOOL, Ducane- 


Monpay, Nov. 9th.—2.15 p.m., Dr. Duncan White: Radio- 
logical Demonstration. 

TuEspAay.—2 p.M., Prof. E. H. Kettle, F.R.S.: Patho- 
logical Demonstration. 4.30 P.m., Dr. H. Yellowlees : 


Psychological Medicine. 

WEDNESDAY.—Noon, clinical and pathological conference 
(medical). 2.30 P.M., clinical and pathological con- 
ference (surgical) 4.30 pM, Prof. 8S. P. Be -dson, 
F.R.S. : Virus Diseases 

THURSDAY.—?2.15 P.M., operative 
Mr Eardies Holland : 
nancy 

Frmay.—2.1! 5 P.M., Department of Gynecology: Pathological 


obstetrics 3.30 P.M., 
Hemorrhage of Late Preg- 


Demonstration. 2.30 P. M., Prof. John Fraser: Acute 
Surgical Infections of Bone 

Daily, 10 a.M. to 4 P.M., medical clinics, surgical clinics 
or operations, obstetrical and gynecological clinics or 


operations. 

s/n OF MEDICAL 
" eeee. Nov. 9th.—3 P.M., Prof 

Aberrations. 4.30 P.M , Dr. H. V. 

and its Psychological Treatment. 5.45 P.m., Dr. 
Hadfield : General Discussion and Questions. 

WEST LONDON HOSPITAL POST-GRADUATE COLLEGE, 

Hammersmith, W. 


PSYCHOLOGY, Malet-place, 
Millais Culpin: Sex 
Dicks: Delinquency 

A. 


MONDAY, Nov. 9th.—10 a.m., skin clinic. 11 a.M., surgical 
wards. 2 P.M., operations, surgical and gynecological 
wards, medical, surgical, and gynecological clinics 

TUESDAY.—10 A.M., medical wards ll a.M., surgical 
wards. 2 P.M., operations, medical, surgical, and throat 
clinics. 

WEDNESDAY.—10 A.M., children’s ward and clinic. 11 a.M., 
medical wards 2 P.M., gynecological operations, 


medical, surgical, and eye clinics 


THURSDAY.—10 A.M., neurological and gynecological 
clinics. Noon, fracture clinic. 2 P.M., operations, 
medical, surgical, genito-urinary, and eye clinics 
4.15 P.M., venereal diseases 

FrRipAY.—10 Aa.™M., medical wards, skin clinic Noon, 
lecture on treatment. 2 P.M., operations, medical, 
surgical, and throat clinics 4.15 pM. Dr. Hugh 
Gordon: Treatment of Skin Diseases 

SATURDAY.—10 a.M., children’s and surgical clinics. 11 A.M., 


medica] wards. 

The lecture at 4.15 P.M. is open to all medical practitioners 

without fee. 
FELLOWSHIP OF MEDICINE 
MEDICAL ASSOCIATION, 1, Wimpole-street, 

MonpbDay, Nov. 9th, to SUNDAY, Noy. 15th » Af JOHN’s 
HOSPITAL, Leicester-square, W.C., afternoon course in 
dermatology.—ST PETER’s HospiTaL, Henrietta- 
street, W.C., all-day course in urology ROYAL 
WATERLOO HOSPITAL, Waterloo-road, 38.E., all-day 
course in medicine, surgery, and gynecology-- 
ogee BEATRICE HosprIraL, Richmond-road, 3.W., 
Sat. and Sun., course in general surgery. 

HOSPITAL FOR SICK CHILDREN, Great Ormond-street, 


WEDNESDAY, Nov. lith.—2 p.m., Dr. Wilfrid Sheldon : 
The Premature Infant 3 pM., Dr. W. W. Payne: 


AND POST- eu ATE 


Metabolism of Endogenous and Exogenous Rickets. 
Out-patient clinics daily at 10 A.M., 
2 P.M. 


and ward visits at 
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pon SCHOOL OF DERMATOLOGY, 5, Lisle-street, 
Wc. 


TUESDAY, Nov. 10th.—5 p.m., Dr. H. MacCormac: Malig- 
nant Growths of the Skin. 

WEDNESDAY.—5 P.M., Dr. I. Muende: Histopathology of 
Chronic Granulomata. 

THURSDAY.—5 P.M., Dr. Hugh Gordon: Cutaneous Affec- 
tions due to Sunlight. (Chesterfield Lectures. ) 

NATIONAL HOSPITAL, Queen-square, W.C. . 

MonpDaAyY, Nov. 9th. —-3.30 P.M. , Mr. Leslie Paton: Optic 

Atrophy 


TUESDAY — 3.30 P.M., Dr. Critchley: Aphasia and Ageacio. 
WEDNESDAY.—3.30 P.M., Dr. Kinnier Wilson : linical 
Demonstration 


soe —3.30 PM., Dr. Purdon Martin: The Cranial 
FRIDAY ~-3.30 P.M., Dr. Bernard Hart: Psychopathology 


(VI.). 
ST. PAUL’S HOSPITAL, Endell-street, W.C. c 
WEDNESDAY, Nov. 1Lith.—4.30 Pp.m., Mr. W. K. Irwin: 
The Causes of Frequency of as a win with special 
reference to Diagnosis and Treatm 
ett yA GENERAL AND NORTH- WEST LONDON 
) 
WEDNESDAY, Nov. 1ith.—4 pPp.m., Mr. W. H. Ogilvie: 
rat Diagnosis. 
ST. MARY’S HOSPITAL, W. 
THURSDAY, Nov. 12th.—5 P.m., Dr. G. O. Barber: Ethics 
and Other Problems. (General Practice V1.) 
CENTRAL LONDON THROAT, NOSE, AND EAR 
HOSPITAL, Gray’s Inn-road, W.C 
niger Nov. 13th.—4 P.M., t4 N. Asherson : The Treat- 
t of Chronic Otorr' 
ST. JOHN. “CLINIC AND INSTITUTE OF PHYSICAL 
MEDICINE, 42, Ranelagh-road, 8. rt. 

FRIDAY, Nov. 13th.—4.30 p.M., Mr. A. G. Timbrell Fisher : 
The Patholo y of the econ Diseases. 
SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION. 
WEDNESDAY, Nov. 1lith.—4 P.M. (St. James’s Hospital, 

Ouseley- “road, 8.W.), Dr. Cameron: Some 
Gastro-intestinal Disorders in Infancy and their 


Treatment. 
MANCHESTER ROYAL INFIRMARY. 
TUESDAY, Nov. 10th.—4.15 P.mM., Mr. A. Graham Bryce : 
Pulmonary Neoplasms. ’ 
FRIDAY. cowl 15 p.M., Dr. T. H. Oliver: Demonstration of 


Medical Cases. ‘ 
ANCOATS HOSPITAL, Manchester. 
a, Nov. 12th.—4.15 P.M., Dr. Reid: Self-inflicted 


MANCHESTER HOSPITAL FOR CONSUMPTION, Deans- 
gate. 
WEDNESDAY, Nov. 11th.—4.30 p.m., Dr. Vernon Smith : 


La 
LEEDS GENERAL aap rtf 
TUESDAY, Novy. 10t 3.30 p.m., Mr. Pyrah: Demonstra- 
tion of AE oY Cases 
LEEDS PUBLIC DISPENSARY. 
WEDNESDAY, Nov. 1llth.—4 P.M., Dr. s. H. Moll: Pleurisy, 
with special reference to Treatm 
GLASGOW Pt ST-GRADUATE MEDICAL, ASSOCIATION. 
WEDNESDAY, Nov. 1lith.—4.15 P.M. oyal Infirmary), 
Dr. A. Muir Crawford: The Glimicat Manifestations of 
(Edema—their Diagnosis and Treatment. 


Appointments _ 











meer F. D., M.B. Edin., has been spectses Medical Registrar 
3 Royal Northern wal ital, London. 
Law. F. M.D. Camb., . Eng., Assistant Surgeon to 
the Royal London Ophthalvaie Hospital. 
London Homeopathic Hospital.—The following appointments 
are announced :— 
—_ ~~ CECIL, M.B., F.R.C.S. Edin., Hon. Consulting 


urgeon 
rors STEPHEN, M.S. Lond., F.R.C.S. Eng., Hon. Assistant 


urgeon and 
PEARSON, Toes, M.R.C.S. Eng., D.O.M.S., Hon. Consulting 
Surgeon for Diseases of the Eye. 





Vacancies _ 


For further information refer to the advertisement columns 
Altrincham General Hospital.—Jun. =. S., at rate of £120. 








~ " 0. £150. 
ing) City.— Res. Asst. M.O., £400. 
iar Tame Selly Oak Hospital.—Jun. M.O.’s, each at rate of 
Bol Hospital, Wandsworth Common, S.W.—Hon. 
ysician Dermatologist. 
Royal Infirmary.—Sen. Asst. Also Asst. to Cancer 
.., Dept., ood \— £300 respectively. — 
wate -road, -—First 
Asst. in Opgeat. Dept., £300-£500. ‘ 


Covent Hospital.—Res. H.S. d Res. 
oor. to Aural =< S Beir Dept., each at rate of £125. 
Eastbourne Pevensey-road.—H.S., £100. 
Eastcote, Middlesex Ee. Vincent's Orthopedic Hougtict:—toxie- 


: Council. hthalmic S., £750. 
Evelina H Sick Ci , Southwark Bridge-road, S.E.— 


ospital for 
H.S., at rate of £120. 
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Gloucestershire County Council.—M.O., £800. 

Gloucestershire Royal Infirmary, dc. oi. P., at rate of £150. 

Gordon Hi for Rectal Diseases, Vauxhall Bridge-road, S.W.— 
Res. H.S., at rate of £150. 

er 9 Royal East Sussex Hospital.—Sen. H.S., at rate of 


Haywards Heath Hoepital. a Asst. bai Sars 
H l for C tic nd Di Chest, Brompton, 


75.W— Asst. Res. M. LO. at rate of £150 
Hospital for Epilepsy and’ Paralysis, Maida Vale, W.—Hon. 
Ophth. Su n. Also two Med. Regs., each £100 
Hospital for ae Children, Great Ormend-aievd, W.C —Surgical 
., £200. Res. -P. and Res. H. s., each at rate 
of £100. Also Res. Anmsthetist Reg., at rate of £150. 
Hove General Hospital.—Hon. Surgeon 
Huddersfield Royal iedireare. —HS. to Eye, Ear, and Obstet. 
Dept., at rate of £150. 
Indian Medical Service. —Commissions. 
— Hospital, WVéincent-square, Westminster.—Hon. Clin. 
Assts. to Out-patients’ Dept. Also H.P., = rate of £300. 
I ich Mental Hos; -—Jun. Asst. M.O., £350. 
ent Education Committee.—M.O. (Ophthalmic), £700. 
Lancaster Royal Infirmary.—Jun. H.S., at rate of £130. 
——_ (Kesteven) County Council: — Asst. County M.O.H., 


Liverpool Royal Children’s Hospital, Myrtle-street—Med. Reg. 
and Tutor, at rate of £75. 
London Hospital, E.—Med. and Surg. First Asst. and Reg., each 


£300 
London Jewish Hospital, Stepney Green, E.—Out-patient Asst., 
£125. M.O. Ty ie., at rate of £150. Also H.S. 
and Cas +4 at rate of £100 
Manthestey'! Royal Eye Hospital. —Jun. H.S., £120. 
ir! Royal Sea- Bathing Hospital.—H. s), at rate of £200. 
Middlesex H , W —First Officer, aesh. Second Officer, 
£625. Two Jun. M.O.’s, each £300, for Radiotherapy 
Dept. i= Physician. 
Middlesex ospital and Medical School, W.—Two Surgical 
Reistrarehips and one Obstet. and Gynec. Registrarship, 
each £300 
Miller General Hospital, Greenwich-road, S.E.—Cas. O., at rate 
of £150. Also two H.P.’s and H.S., each at rate of £100. 
Newport, Isle of Wight County Mental Hospital—Temp. M.O., 
at rate of £200. 
Northwood, Middlesex. sonst Vernon Hospital.—H.8., £150. 
Paddington Green Children’s Hospital, W.—Hon. Surgeon to Ear, 
Nose, and Throat Dept. Also Hon. Phys. to Out-patients. 
Plymouth, Prince 7 Wales’s Hospital, Greenbank-road.—Res. 
Surg. O. and H.S., at rate of £225 and £120 respectively. 
Prince of Wales’s General Hospital, N.—Hon. Clin. Assts. to 
Spec. Depts. 
Princess Louise Kensington Hospital for Children, St. Quintin- 
avenue, W:—Hon. Soe Physician. 
Queen Charlotte's Maternity Hospital, Marylebone-road, N.W.— 
Angesthetist = rate of £100. Res. Anesthetist a 
District Res. M.O., at rate of £90. Also Asst. Res. M.O 
at rate of £80. 
Queen Mary's Hospital for me East End, E.—Hon. Asst. Physi- 
cian for Children’s Dep 
ill, Surrey, soon Eevlowood Institution.—Jun. Asst. M.O., 
at rate of £25( 
jurrey, Royal Hospital.—Jun. H.S., at rate of £100. 
— Fulham-road, _ W.—HS. , at rate of £100. 
Royal Naval Medical Service. —M.0.’ 
St. Bartholomew’s Hospital, E17 —Chiet Asst. in X Ray Diag- 


nostic Dept., 2500. 

St. John’s Hospital , Lewisham, S.E.—Res. Surg. O., £200. 

St. Mary’s H for Women and Children, Plaistow, E.— 
Res. H.S., at rate of £155. Also Hon. Ophthalmic S nm. 

St. Peter’s Hospital for Stone, Henrietta-st W .C.—Physician. 

Salisbury General Infirmary. aa P., at rate ot £125 

Salvation Army Mothers’ Hospital, Lower Clapton-road, E.— 
Sen. Res. M.O., £150. Also Jun. Res. M.O., at rate of £80. 

aot Ri00. Hospital for Women.—Two H. 8. 8, each at rate 

heffield, Jessop Hospital for Women, Firth Auziliary, Norton.— 

Res. M.O., at rate of £150. 

—— University, Dept. of Bacteriology.—Jun. Asst. Bacterio- 

ist and Demonstrator, £300. 

South ee, Clare Hall County Sanatorium.—Res. Asst. M.O., 

Stoke: oe Trent, North Staffordshire Royal Infirmary.—H.S., at 
rate of £150. 

Surrey County Council. Deptt G County M.O.H., £1250. 

Sutton, Sutton and Cheam Hospital.—Hon. S$ 

Tunbridge Wells, Kent and Susser pi Ne ae Sen. H.S 
" a. Spee. Depts., and H.S. and Cas. O., each at a 

£ 


Western Ophthalmic Hospital, Mar N.W.—Sen 
Res. S. and Jun. H.S., at rate =} £150 5 £100 respec- 


tively. 

Wi * Beaeiel, Harlesden-road, N.W.—Hon. Clin. 
Assts. to Medica! 

ace era and Middond Counties Eye Infirmary.—H.S., 
150. 








The Chief Inspector of Factories announces vacancies for Certi- 
fy Factory Surgeons at Lavenham (Suffolk) and 
Hungerford (Berks 


UNWANTED Inpices to “THE LANceET.”’—Any 
reader who has an unbound copy not in use of the 
index for any of the years 1932, 1933, 1934 (Vols. I. 
and II.), and 1935 (Vol. I.) would greatly oblige 
by posting the same to the Editor of Tur Lancet, 
7, Adam-street, Adelphi, London, W.C.2. 
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SAINTS AND MARTYRS * 
By DONALD HUNTER, M.D., F.R.C.P. 


PHYSICIAN TO THE LONDON HOSPITAL 





* All history,” says Mr. Henry Ford, “is bunk.” 
In one who has contributed so materially to the 
making of the history of our times, such an attitude 
indicates a becoming modesty. In us as members 
of the medical profession it would be boorish and 
ungrateful, Sir StClair Thomson (1933) once remarked 
that we have more need to-day than in any previous 
age to agree with Andrew fang that “the little 
present must not be allowed wholly to elbow the 
great past out of view.”” And a man must indeed be 
unreceptive who can read of the sources of our art 
without absorbing something of the culture and high 
ethical standards which have ever distinguished its 
greatest exponents. It has been said that the history 
of medicine is more than history, it is medicine itself. 
The fundamental principles of any science can only 
be studied through the historical approach, and the 
study of the history of medicine remains a most 
perfect method of approaching the medical problems 
of to-day. My subject on this occasion is no more 
than a collection of anecdotes from the lives of 
scientists and medical men, who are distinguished 
by having met dangers and often death for the sake 
of their work. Some, like Lavoisier, died because 
they upheld the claims of science against politicians. 
Others, like Newton, made great discoveries in the 
face of poverty and worse obstacles. Many, like 
Roger Bacon, Bernard Pallissey, Copernicus, Servetus, 
Giordano Bruno, and Galileo, suffered rsecution 
for their heretical views. Many again have taken 
risks and paid the penalty with their valuable lives. 

For the love of knowledge and the joy of discovery 
the man of science faces the difficulties of his every- 
day work and gives no thought to the dangers. 
During an epidemic of cholera in Paris in 1865, 
Pasteur for a time undertook the study of the disease 
above the cholera ward of a hospital. Henri Saint 
Claire Deville once said to him, ‘“ Studies of that 
sort require much courage.” ‘‘ What about duty ?”’ 
said Pasteur simply (Gregory, 1917). 


Toxic Gases 


Our knowledge of the physiological effects of toxic 
gases owes much to the self-sacrifice of the scientific 
worker. Their study naturally led to the deaths of 
pioneer workers. 

Arseniuretted hydrogen was discovered in 1775 
by Scheele. Its toxicity remained unknown until 
1815 when Gehlen, a Munich chemist, in the course 
of some researches, “inspired a small portion, and 
at the termination of one hour was seized with con- 
tinued vomiting, shivering, and weakness, which 
increased until the ninth day, when he died.” 
In 1920 Dr. K. C. Schierbeck, of Copenhagen, died 
from arseniuretted hydrogen poisoning during studies 
made in collaboration with Dr. C. Lundsgaard on 
the mixture of air in the lungs with hydrogen. Usually 
the hydrogen was prepared from hydrochloric acid 
and zine which were both arsenic free. As a further 
precaution the gas was washed by passing it through 

tassium permanganate, and a sample was tested 

or arsenic by Marsh’s method (Lundsgaard and 
Schierbeck, 1923). Towards the end of the experi- 
ments the workers ran short of arsenic-free hydro- 
chloric acid and Dr. Schierbeck himself was imprudent 
enough not only to make use of ordinary laboratory 
hydrochloric acid in the preparation of the hydrogen 
but also to neglect to wash the gas and to test a sample 
for arsenic. The evening on which the experiments 
were made he had fever, diarrhoea, and copper- 


bd "© Abridged from an address delivered to former students of the 
London Hospital on Oct. 14th. 











coloured jaundice. The urine was red-brown and 
contained albumin and hemoglobin. The jaundice 
persisted, and within a few days vomiting occurred, 
the liver became palpable, and the hemoglobin fell 
from 46 per cent. to 31 per cent. His general condi- 
tion became rapidly worse, dyspnea was noticed, 
suppression of urine supervened and he died on the 
ninth day after the accident. 

Nitrous oxide.—In 1906, while house surgeon to 
the Manchester Royal Infirmary, Dr. S. R. Wilson 
discovered mule-spinner’s cancer. He noticed that 
the patients admitted with cancer of the scrotum were 
not chimney-sweeps but mule-spinners. So struck 
was he by the fact that in 1910 he wrote an essay 
on the subject. This was submitted for a scholar- 
ship, but was only published twelve years later, 
In 1927 at the age of 46 he died from an overdose 
of nitrous oxide while conducting researches into the 
border state between anwsthesia and consciousness. 

Hydrogen cyanide.—During the late war Barcroft 
entered unprotected a chamber of hydrogen cyanide 
gas and remained there until the two dogs accom- 
panying him had died, in order to prove that dogs 
were more susceptible to this substance than man. 

Hyudrofluoric acid.—In the middle of the nineteenth 
century many chemists attempted the isolation of 
fluorine from hydrofluoric acid, and more than one 
paid with his life for handling too frequently one of 
the most dangerous of known chemical substances. 
The danger arises from the volatility and extremely 
corrosive nature of the vapour of the anhydrous acid. 
Even when highly diluted with air it causes an 
intolerable prickling and burning sensation in the 
nose, mouth, and eyes. If inhaled it attacks the 
larynx and trachea, giving rise to burning pain behind 
the sternum, cough, expectoration, and even hemo- 
ptysis. Unless handled with extreme care it may get 
under the finger-nails causing great pain, and if a 
drop comes in contact with the skin it has a caustic 
effect producing prolonged and painful ulceration. 

It is said that G. Knox during his early experiments 
on the electrolysis of the acid lost permanently the 
use of his voice, and that T. Knox nearly died of its 
effect (Louyet, 1846). Humphry Davy wrote that 
he had suffered much from the dangerous effects of 
hydrofluoric acid, and it is said that he abandoned his 
attempts to isolate fluorine because of the risk in- 
volved. P. Louyet, who continued the researches of 
the Knox brothers, described how his own health 
deteriorated from using the acid, and how it caused 
him to suffer from cough and hemoptysis. According 
to Debray (1886) the death of Louyet was a result 
of his work but no medical details are available. In 
1869 J. Nicklés died from the effects of accidentally 
inhaling the vapour of concentrated hydrofluoric 
acid (Gore, 1869). 

In spite of these deaths the search for the fourth 
halogen went forward. In 1886 H. Moissan isolated 
the element fluorine during the electrolysis of a 
solution of potassium fluoride in anhydrous hydro- 
fluoric acid, and in an apparatus made wholly of 
platinum. In this way was solved one of the most 
difficult problems in modern chemistry. 


Infections 


Doctors and nurses are, of course, liable to direct 
infection from patients suffering from typhoid, 
diphtheria, and streptococcal sore-throat, as also to 
septicemia from puncture wounds and to primary 
chancre of the finger. Under certain circumstances 
they may become infected by anthrax, typhus, or 
plague. 

In the year 1900 the President of the United States 
appointed a commission of five, with Walter Reed 
at its head, to carry out investigations in Cuba with 
the object "of discovering the cause of yellow fever. 
Believing that the mosquito theory could only be 
tested by actual experiment on the human subject, 
one of the members of the commission, Lazear, 
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permitted himself to be bitten by a mosquito which 
had previously bitten a person suffering from yellow 
fever, with the result that he contracted the disease 
and died within a few days. The plain record of his 
sacrifice is inscribed upon a tablet erected to his 
memory : ‘‘ With more than the cou and devotion 
of the soldier he risked and lost his life to show how 
a fearful pestilence is communicated and how its 
ravages may be prevented.” 

Similarly in Para in 1901 Walter Myers lost his 
life from yellow fever following an experimental 
mosquito bite. It is said that the French engineer 
who attempted to cut the canal through the isthmus 
of Panama lost a human life from yellow fever for 
every cubic yard excavated. When the canal 
zone came under control of the United States, an 
army of sanitary officers attacked the mosquito and 
abolished it. Thus, not only was a great engineering 
enterprise made possible but yellow fever was practi- 
cally stamped out. 

Investigations into the cause of sleeping-sickness 
led to the death of an army officer called Tulloch 
in 1907. This happened in Uganda from the bite of 
the tsetse fly which has destroyed millions of human 
beings in Central Africa. 

Laboratory infections have been recorded in men 
working with Bacillus mallet, B. pestis, meningo- 
coccus, B melitensis, Br. abortus, Bacterium 
tularense, and the viruses of psittacosis, yellow fever, 
Rift Valley fever, and louping-ill. In 1909 T. C 
Parkinson, working with pneumonic plague at the 
Elstree branch of the Lister Institute, inhaled the 
organism and died. Thirty years ago in a laboratory 
at Ozernowitz, a man was centrifuging a glanders 
suspension when the centrifuge broke, scattering the 
culture. Four people were infected and three, died ; 
it seems that the man responsible for the centrifuging 
was the one who recovered. In 1918 F. N. Thorborg 
died of meningococcal meningitis while employed 
in the manufacture of antimeningococcal serum in 
the State Serum Institute of Copenhagen. In the 
recent world outbreak of psittacosis many bacterio- 
logists and laboratory attendants were infected 
while handling the virus or infected birds. 

Louping-ill is a malady of sheep endemic in some 
areas of Scotland. Since the virus was first isolated 
in 1928 no fewer than four laboratory workers have 
developed symptoms varying from a mild attack of 
what was called influenza to a definite encephalitis 
with headache, vomiting, delirium, tremor, and 
lethargy (Rivers, 1934). In the experimental study 
of Rift Valley fever there has been a high incidence 
of the disease among laboratory workers, 16 cases 
having already been reported (Francis, 1935). 

The death of W. Brebner in 1932 led directly to 
the discovery of a new neurotropic virus. He was 
29 years of age and was engaged in experi- 
mental work on poliomyelitis in New York. He 
was bitten slightly on the hand by an apparently 
healthy monkey and a vesicular lesion accompanied 
by some lymphangitis appeared at the site of trauma. 
Thirteen days later he developed an ascending myelitis 
to which he succumbed on the eighteenth day. His 
heroic death is recorded in the cold language of a 
scientific communication in which he is referred to as 
‘the human case ”’ ; thus, “‘ in subsequent discussions 
the virus isolated from spleen, brain, and cord of 
the human case will be called the B virus” (Sabin 
and Wright, 1934). The Brebner virus has since 
been responsible for another case of ascending myelitis 
in a laboratory attendant accustomed to handling 
monkeys. 

Since the introduction of the rhesus monkey in the 
study of yellow fever by the American Commission 
in West Africa, various laboratory workers have 
acquired the disease, not through the agency of 
infected mosquitoes, but by direct contamination with 
infective blood or tissues. Until 1928 investigations 
on yellow fever were invariably conducted in countries 
where it was endemic, and for this reason when 
members of the medical, laboratory, and nursing 
staff developed the disease, infection was attributed 





as a matter of course to the bite of the natural vector, 
Aédes argenteus (Stegomyia fasciata). The tragic 
deaths of Guillet, Adrian Stokes, William Young, 
and Noguchi on the West Coast of Africa dramatically 
directed attention to the dangers of direct infection. 

As a result of the death of Adrian Stokes, who had 
not been working with infected mosquitoes for several 
months, the passage of the virus through the skin 
of monkeys was investigated. It was shown that 
yellow fever resulted if infected blood was merely 
rubbed on the normal intact skin of the abdomen of 
Macacus rhesus. These experimental results did not 
determine whether the virus was capable of penetrat- 
ing the normal unimpaired human skin of the hands, 
which is thicker and denser in texture than that 
of the monkey. In the case of Adrian Stokes several 
abrasions were recorded as being present, but three 
cases have since been published which illustrate 
the important fact that in man the virus of yellow 
fever is capable of penetrating the intact skin of the 
hands. 


These three patients were laboratory workers in . 


London who became directly infected with a Brazilian 
strain of yellow fever (Low and Fairley, 1931). The 
first was a youth aged 17 who became infected by 
handling Macacus rhesus in a laboratory where 
experimental investigations on yellow fever were 
in progress. The second, a man of 28, estimated the 
bilirubin and urea on specimens of blood which 
had been collected from the first patient and sent 
from the ward to the laboratory. Both these men 
recovered. The third, a laboratory technician, aged 
21, had performed a blood count on the second patient 
and for this purpose had collected the blood himself. 
After an incubation period of ten days he became 
severely ill with yellow fever, and in spite of the use 
of convalescent serum he died on the fifth day of the 
illness. These events emphasise the danger of routine 
blood examinations in cases of yellow fever during 
the first four days of the illness and probably also in 
the incubation riod. In all cases where yellow 
fever is suspec gloves should always be worn when 
blood is taken. 

In addition to those mentioned above, the following 
lost their lives in investigating the diseases with 
which their names are associated: D. A. Carrion 
(verrugas), T. Carbone and A. MacFadyen (Malta 
fever), J. E. Dutton (African / % fever), H. T. 
Ricketts, von Prowazek, and A. W. Bacot (ty hus), 
T. B. McClintick (Rocky Mountain fever), and W. R. 
Pirie (kala-azar). 


Injuries from X Rays 


Within three months of the announcement by 
Réntgen of the discovery of X rays it became known 
that T. A. Edison and W. J. Morton had suffered 
from conjunctivitis after some hours of exposure 
to irradiation. Within a year erythema, swelling, 
and necrosis of the skin, alopecia, and chronic radio- 
dermatitis were reported. ‘ 

The first death to be recognised as due to the action 
of X rays occurred as recently as 1914 in a radiologist, 
Tiraboschi of Bergamo. He had worked for 14 
years with X rays and had taken no precautions. 


»For several years he had had a radiodermatitis of 


his face. In the last three years of his life he lost 
his strength and became pale. Finally he bled from 
the ms and autopsy revealed aplastic anwmia 
together with atrophy of the testes (Faber, 1923). 
In 1922 Ledoux-Lebard estimated that a hundred 
radiologists had died from malignant disease due to 
their occupation. Deaths, among radiologists exposed 
to X rays before the importance of adequate pro- 
tection was realised, unfortunately still occur. So 
far the victims have been research workers, radio- 
logists, laboratory assistants, technicians, and nurses. 

In March, 1899, Dr. J. Weldon, of Willimantic, 
Connecticut, ex himself for an X ray picture 
of the hip-joint for 45 minutes with the Crookes tube, 
but 5 in. from the skin of the groin. A most intractable 
burn resulted, necessitating a severe yoy and 
producing a disability for a year and a f (Cassidy, 
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1900). Theclinical aspects of chronic X ray dermatitis 
in radiologists were described in 1904 by F. Hall- 
Edwards, himself an unfortunate victim of the disease. 

Multiple squamous-celled carcinoma of the skin is 
well known as an ultimate effect of X irradiation but 
occasionally multiple basal-celled carcinoma occurs. 
O’Donovan (1927) has recorded such a case in which 
the trunk of a radiographer was affected. This man 
learned the arts of radiography and photography in 
Dr. Sequeira’s department at the London Hospital. 
In his early professional days, from 1902 onwards, 
he made a constant practice of demonstrating his 
heart to students and visitors. It is interesting to 
record that his photographic work has achieved much 
recognition and has provided clinical illustrations for 
the published works of London Hospital men over 
many years. 

Constitutional symptoms became prominent only 
after the introduction of deep X ray therapy, in which 
massive doses of deep penetrating rays were given. 
In 1923 A. E. Barclay gave the following description 
of his own symptoms. After 12 years’ work and 
much screen examination with inadequate protection 
during the war, he began to have painless attacks 
of profuse diarrhoea, at first without other symptoms 
but later attended by initial malaise, nausea, vomiting, 
and on a few occasions by the passage of intestinal 
casts. Eventually it became necessary for him to 
give up work and the symptoms then ceased after 
three weeks. Return to work was followed by an 
attack 20 days later, and on eight occasions such an 
interval of 18-20 days was definitely established. 
He then adopted the most efficient means of protection 
known, a lead apron to cover the abdomen, and 
remained free from further attacks. 

As long ago as 1905 unsuspected sterility was found 
in 18 persons who had for various periods been 
exposed to X rays (Brown and Osgood). As acute 
degenerative changes are known to follow vigorous 
irradiation in almost all the organs of the body, 
the development of chronic fibrosis is to be anticipated 
as a further result. In two of the famous radio- 
logists who died from X ray injuries, Tiraboschi and 
Nordentoft, autopsy revealed fibrous atrophy of the 
testes (Faber, 1923). 

Changes in the blood in X ray workers were early 
noted and have been extensively studied. The 
lymphocytes are first increased in number by small 
doses of X rays, then diminished. The red cells 
also may be increased at first, but anwmia sets in 
later and may attain a very extreme degree. In 
cases that recover the anemia is slower to disappear 
than is the leucopenia. Tiraboschi died of a profound 
anemia evidently aplastic in character (Faber, 1923). 

In addition to those whose names have already been 
mentioned the following have lost their lives as a 
result of their work with X rays: R. Blackall, E. E. 
Wilson, J. Young, W. Hillier, I. Bruce, H. Fowler, 
M. K. Kassabian, E. W. Caldwell, W. J. Dodd, C. L. 
Leonard, C. M. Dally, Spence, Lyster, Perrie, Riddell, 
Walsham, A. Leray, Infroit, Radiguet, and Albers- 
Schénberg. 


Injuries from Radio-Active Substances 


Though medical practice is now almost safe so 
far as X irradiation is concerned, matters are very 
different in the case of radium. There is no doubt 
that many people here and in other countries too are 
affected by handling radium, mostly by the gamma 
rays. Their penetrating power is so great that it is 
not practicable to protect completely those who handle 
radium. In the case of people who carry radium 
about, the weight of lead they can bear to carry only 
partly protects them. The surgeon handling radium 
also is ill-protected. In the case of a man using 
120 mg. of radium for treatment of carcinoma of the 
cervix uteri, repeated three times, protection is 
very difficult, for each time he has to handle the 
radium closely and carefully (Russ, 1935). 

A few pathetic deaths have occurred in New Jersey 
from the use of radio-active substances in the luminous 
paint applied to the figures of clocks and watches. 
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Dr. S. A. von Sochocky, research chemist and 
technical director of the company in which the New 
Jersey cases occurred, died of aplastic anwmia in 
1928 (Martland, 1929). The luminous paint used 
by the girls in the factory was made according to a 
formula which he had worked out. From 1913 
to 1921 he personally extracted about 30 grammes 
of radium from the ore and was exposed continually 
to heavy penetrative radiation. He was exposed also 
to the inhalation of radio-active dust in the crystallis- 
ing laboratory and on four occasions to explosions 
of tubes containing high concentrations of radium 
and mesothorium. He had an extensive radium 
dermatitis of the fingers of both hands and later 
developed necrosis of the jaw with buccal lesions. 
In 1925 he devised methods of measuring the amounts 
of radio-activity in the bones at autopsy. At this 
time he tested his own expired air and found larger 
amounts of emanation than in any of the factory 
girls examined. He thus realised the hopelessness 
of his own condition, but was stoical to the end. 
He was in a fair state of health and able to do his work 
until August, 1928, when he became weak, pale, and 
dyspneeic. Blood examination showed red cells 
1,720,000 per c.mm., hemoglobin 28 per cent., white 
cells 4000 per c.mm., with polymorphs 48 per cent. 
Later the white cell count P eon below 2000 with 
scarcely any granular cells. The blood-platelets 
dropped to less than 40,000 per c.mm. Ultimately 
he was kept alive by 13 blood transfusions varying 
from 450 to 900 c.cm., and given every fourth day. 
Except for a fine purpuric eruption over the 
extremities which appeared in crops, there was no 
bleeding until the last. He died a horrible death, 
with hemoptysis, hematuria, retinal hemorrhages, 
and terminal broncho-pneumonia. Autopsy showed 
radio-active deposits in the lungs, the portal of 
entry having evidently been the respiratory tract. 


Conclusion 


The world to-day is too busy applauding suc- 
cessful military commanders, popular orators and 
authors to recognise that all its material advance has 
been achieved by men of science. In the arts of 
sculpture and architecture, in literature, and in 
philosophy, the position gained by Greece two 
thousand years ago remains the standard of excellence 
for the modern; but the last fifty years have seen 
more additions to natura) knowledge than all the 
ages before them, and the result has been advance 
not only in material welfare and comfort, but also in 
intellectual development. The present era will be 
remembered in future history not for its art, its 
literature, or its drama, but for its science. 
Pasteur, in the course of an address of thanks to 
the French Academy of Sciences in the theatre of 
the Sorbonne on his seventieth birthday (Dec. 27th, 
1892), described himself as ‘‘ a man whose invincible 
belief is that Science and Peace will triumph over 
Ignorance and War, that nations will unite, not to 
destroy, but to build, and that the future will belong 
to those who will have done most for suffering 
humanity.” 
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NEW PREPARATIONS 


*CoLLosoL’”’ BRAND CoMPOUND HaALisutT Om 
OINTMENT is recommended as ‘soothing, anti- 
septic, anti-pruritic.” It is made by the Crookes 
Laboratories (British Colloids Ltd.), Park Royal, 
London, N.W.10, and their object is to provide 
vitamin A in a form in which its supposed regenera- 
tive or healing effect on skin cells can be conveniently 
utilised. The ointment, besides 500 international 
units of vitamin A per gramme, contains Collosol 
kaolin (to absorb toxins), resorcin, and oil of white 
birch. The many conditions considered likely to 
benefit from it include bedsores, dermatitis, impetigo, 
intertrigo, seborrhoea, urticaria, wounds and burns 
(especially in the granulation stage), and excoriation 
due to irritating discharges. 

PERANDREN (Testosterone Propionate ).—The manu- 
facturers, Messrs. Ciba Ltd. (40, Southwark-street, 
S.E.1) describe this preparation as the first synthetic 
chemically pure testicular hormone, and they state 
that 1 mg. corresponds in activity to about 50 inter- 
national units as defined by last year’s International 
Conference for the Standardisation of Sex Hormones. 
In THE Lancet of Sept. 19th A. S. Parkes gave 
reasons for thinking that testosterone given as acetate 
or propionate ‘‘ becomes slowly but continuously 
available to the animal so that the loss by excretion 
and destruction is very much less than when free 
hormone alone. is administered.’”’ His results, he 
said, ‘“‘indicate that the propionate of testosterone 
is much the most active male hormone compound so 
far known. It is, in fact, a most remarkable sub- 
stance, which should be invaluable for clinical pur- 
poses where daily administration is inconvenient or 
even impossible.”’ Messrs. Ciba point out that little 
has yet been written about the clinical application 
of their product, and that much remains to be done 
to define its ‘“‘ extraordinarily complex and numerous 
indications.” These are the same as for the natural 
hormone, and it is suggested that Perandren may 
be tried, for example, in cases of testicular insuffi- 
ciency (with physical or psychical loss of function), 
disturbance in sexual development, and affections 
of the prostate (especially hypertrophy) in the early 
stages. Itis put up in ampoules of 1°1 c.cm., (1°0 c.cm. 
=5 mg. in sterile oily solution), 

PLANACRINE ANTISEPTIC LOZENGES contain a 
mixture of 2 : 8-diamino-10-methyl-acridinium chloride 
and diamino-acridine, and are flavoured with liquorice. 
They are said to be strongly bactericidal, yet free 
from irritating effects on mucous membranes. They 
are intended for disinfection of the mouth and throat, 
and for treatment of ulcerative or inflammatory 
conditions. ‘In simple sore-throat, tonsillitis, naso- 
pharyngitis, gingivitis, and stomatitis, these lozenges 
combat the infection and relieve pain without an 
analgesic.”” The makers are Pharmaceutical Specialities 
(May and Baker) Ltd., Dagenham, Essex. 





The Boots PurE DruG Company, Lrp. (Notting- 
ham), have issued a revised edition of their booklet 
on the use of Insulin-Boots in the treatment of 
diabetes, It gives a brief account of the history and 
oe gate of insulin, the preparation and standardisa- 

ion of their own product, and the management of 
diabetes. It includes a summary of R. D. 
Lawrence’s line-ration diet scheme, notes on the 
technique of injection and on necessary tests, and a 
bibliography. Copies may be had from the wholesale 
and ‘export department. 
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THE ROMANCE OF LONDON 


In the last sentence of his most recent book ! 
Mr. Thompson remarks that romance still exists in 
the London of to-day as it did centuries ago, and 
he has done much himself to make the romance of 
London accessible to those who have not the time 
to frequent libraries and old bookshops. One reason 
why marriage was so much more a lottery in early 
eighteenth century England than it is now was the 
lack of some social medium for the introduction of 
one sex to the other. The chapterson ‘“‘ Gentlemen seek- 
ing wives ” and ‘“ Ladies seeking husbands ”’ are both 
enlighteningand amusing. There is naturally in most 
of Mr. Thompson’s books some evidence of his close 
association with medicine as hon. curator of a section 
of the greatest of all medical museums. Chapter XVII. 
on the Pox-doctors illustrates the prevalence of 
venereal diseases among all classes at the end of the 
seventeenth century, and there is an advertisement 
of ‘a glorious spagyrick medicine ’’ to be had of 
** your old friend Dr. Case who faithfully cures the 
Grand P »’ who had the same way with him as 
the much more modern quack. Now that this kind 
of advertisement has been banished from the public 
press one can look at the old (and more artistic) 
version of it with less of a qualm. Readers will be 
grateful to Mr. Thompson for so telling a picture of 
social life in bygone London. The only trouble 
about the book is that the delightful map of old 
London on the end papers, around which the text 
centres, is so creased as to make it difficult to follow. 








IODINE AND GoITRE.—In the first leading article 
of our last issue the seventh sentence should read : 
Both von Fellenberg and Lunde showed that the 
urinary excretion of iodine was much diminished in 
adults living in a district with a high incidence of 
goitre. 

In the notice of the London Medical Exhibition in 
THe Lancet of Oct. 24th (p. 1011) the names of two 
products shown by Bengue and Co., Ltd.—Permyase 
and Panbiol—were misspelt. 


1 Love, Marriage, and Romance in Old London. ByC.J.8. 
Thompson. London: Heath Cranton Ltd. 1936. Pp. 256. 10s. 6d. 


Births, Marriages, and Deaths 








BIRTHS 


Gray.—On Oct. 2ist, at Hayling Island, the wife of Dr. J. D. 
Gray, of a son. 

MITCHELL.—On Oct. 3ist, at Bentinck-street, W., the wife 
of Dr. 8S. D. Mitchell, of Burntwood-lane, S.W., of a son. 


MARRIAGES 


HARVEY—IRvING.—On Oct. 23rd, at Cadeleigh, Devon, Dr. 
Hubert Gosling Harvey to Gwendolen Margaret, daughter 
of the late Dr. and Mrs. R. J. I , of Cheltenham, 

SHIPMAN—SMITH.—On Oct. 10th, at Simla, India, Capt. Robert 
Trafford Shipman, R.A.M.C., to Elizabeth, eldest daughter 
of Sir James Smith, of Eastbourne. 


DEATHS 


€ROMBIE.—On Oct. 29th, at Farnham, John Francis Crombie, 
D.S.O., T.D., M.D. Edin., D.P.H., Lt. Col. R.A.M.C.(T.). 

JOHNSTONE.—On Oct. 29th, at Alfreton, Derbyshire, Thomas 
Johnstone, M.A., M.D. Edin. 

MARTIN.—On Oct. 28th, Thomas Muirhead Martin, M.D. Edin., 
of Bickenhall Mansions and Harley-street, W. 

ROBERTS.—On Oct. 28th, at Portsmouth, Arthur Hamilton 
Stewart Roberts, M.D. Dub., aged 65. 

SmirH.—On Oct. 27th, after an operation, Frank Campbell 
Smith, B.Sc. Lond., M.R.C.S. Eng., of Eltham-road, Lee, 
aged 38. 

N.B.—A fee of 1s. 6d. is charged for the insertion of Notices of 

Births, Marriages, and Deaths 


Girts To HospiTats.—Mr. Alexander G. Maclean 
has given £10,000 to the Royal Victoria Hospital, 
Bournemouth, the same sum to the Hampstead General 
and North-West London Hospital, and £5000 to the Cottage 
Hospital at Letchworth. 











